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Preface to the Revised Edition 


Pnorrsson Conxuin’s Principles of Abnormal Psychology was first pub- 
lished in 1927 and revised about eight years later. For almost twenty years 
it served as one of the leading textbooks in the field. Its popularity was a 
tribute to Professor Conklin's mastery of the source material as well as to 
his judicious treatment of controversial issues. 
Both his friends and his publishers were anxious to place the product 
of Professor Conklin's scholarly labors at the disposal of the present genera- 
- tion of college students. Accordingly, they urged me to undertake the re- 
sponsibility of bringing his “ 1935 edition up to date." Despite the pressure 
of other commitments, respect for the memory of an esteemed colleague 
prompted me to accept this contractual obligation and, as occasion per- 
mitted, I proceeded to plan the changes to be introduced as well as to 
gather the requisite notes for such changes. 

It seemed clear that the outstanding developments in the broad area 
covered by abnormal psychology were products of the tremendous burgeon- 
ing of its clinical applications during the decade just passed. Bringing the 
“1935 edition up to date” thus meant doing justice to these clinical im- 
plications. 

Despite the fact  * there are separate courses in clinical psychology 
and that special books are being written for these courses, there is bound 
to be tremendous overlap between the clinical and the abnormal fields. In 
fact, many years ago Ernest Jones, in writing the section on “ Abnormal 
Psychology " for the Encyclopaedia Britannica, went so far as to regard 
clinical psychology as a more “usual” term than abnormal psychology. He 
even maintained that the latter term was " used by only one psychopa- 
thologist of note — Morton Prince." From this British viewpoint of more 
than twenty years ago the overlap just mentioned seems to have been even 
more extensive than some of us are willing to grant today. From the con- 
text it seems clear that Jones, like some contemporary psychologists, was 

1 14th Edition, 1929, Vol. 1, p. 5o. 
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making abnormal psychology synonymous with psychopathology. I was 
not prepared to adopt this viewpoint and agreed with Conklin that there 
is justification for a separate field of abnormal psychology. 

One of the chief functions of a course in abnormal psychology today is 
to prepare those students who are planning to major in the clinical area. 
As a consequence, as my ideas developed along these lines it became obvi- 
ous that bringing the Conklin text into line with such thinking would ne- 
cessitate drastic modification of the original. At first I tried to keep such 
changes to a minimum, but soon I found it impossible to fit the changed 
contours of the field of abnormal psychology into the earlier layout. The 
upshot was a radical shift in organization, emphasis, and even in viewpoint 
with respect to some topics. Furthermore, many topics which had not 
emerged in Conklin’s day had to be included and some which he had in- 
cluded had to be eliminated, 

Taking such liberties with what he had written aroused many misgiv- 
ings, because there was always a latent uneasiness regarding a possible 
injustice to the contributions of a colleague whose legacy had, as it were, 
been entrusted to me. After much discussion. with my associates it was 
decided that in fairness to Conklin's memory I ought to introduce the 
present explanation so as not to disappoint those who might be expecting 
the kind of revision he would have written. His mastery of the older litera- 
ture is still reflected in many of the pages of the present text. This applies to 
certain aspects of such standard topics as abnormalities of sensation, per- 
ception, and memory, as well as to the pioneer investigations of dream psy- 
chology and hypnotic phenomena. It also applies to the major portion of 
Chapter 7 and to some of the early formulations of Freud and Janet. Occa- 
sionally, I interpolated some case history material, as well as some descrip- 
tive data referring to psychiatric syndromes as supplied by Conklin. But 
the rest of the volume had to be written independently of the earlier text. 

In general, the impressive scholarship of Professor Conklin's work ren- 
dered it pedagogically sound to retain his approach to the traditional core 
of the subject by way of supplying the student with an historical perspec- 
tive to facilitate understanding of the present status of abnormal psychol- 
ogy. This historical setting served as a point of departure for discussing the 
contemporary emphasis on the motivational matrix of abnormal behavior. 
By making clinical psychology equivalent with applied abnormal psychol- 
ogy, this emphasis helped to unify what might otherwise be misinterpreted 
as divergent approaches to a set of common psychological problems. 

If we regard the field of abnormal psychology as not coterminous with 
the field of psychopathology a more definitely psychological, as opposed to 
a predominantly psychiatric, orientation is implicit in most of the chap- 
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ters. The subject of abnormal psychology is thus brought into line with 
the conceptual framework of psychology as a whole. In this way an effort 
is made to keep the repeated references to purely clinical implications from 
being divorced from this framework. The aim is to keep the student mind- 
ful of the underlying interplay of the various specialized fields of psychol- 
ogy so that no one field, and in the present instance that of abnormal psy- 
chology, will come to be regarded as developing sui generis. This aim is 
congruent with the broad educational goal of those responsible for the pro- 
fessional training of clinical psychologists as reflected in their insistence 
upon the importance of having the recipients of such training become well- 
rounded psychologists, and not merely clinical technicians. 

A hasty glance at the organization of the book's nineteen chapters will 
help to show how the foregoing general goals were pursued. The introduc- 
tory chapter is concerned with explaining the nature of a scientific approach 
to abnormal psychology, with the influence of related fields in shaping the 
methods and content of abnormal psychology and, lastly, with a critical 
analysis of the concept of abnormality. The conventional belief in the rela- 
tivity of standards of abnormality is questioned by suggesting that a psy- 
chological equivalent of the physiologist's homeostatic standards might be 
developed in the course of time. 

The second and third chapters present a psychodynamic approach to 
problems of abnormal behavior by elaborating both Freudian and neo- 
Freudian contributions, with specific reference to the insecurity syndrome 
and the adjustive maneuvers aroused by the need to keep self-esteem intact. 

To parallel the customary sequence of topics in general psychology the 
next three chapters introduce applications of the psychodynamic orienta- 
tion to questions dealing with abnormalities of sensation, perception, mem- 
ory, speech, volition, and thinking. The clinical implications of these 
abnormalities are stressed along with the customary descriptions of their 
presumed causes. Following the chapter dealing with disturbances of think- 
ing a separate chapter is devoted to problems of mental deficiency, charac- 
ter anomalies, and other aspects of abnormal endowment. 

To pave the way for consideration of the psychoneurotic disorders the 
eighth chapter deals with dream phenomena, and the ninth with the nature 
of hypnotic phenomena, The concepts of dissociation and role-playing de- 
veloped in these chapters serve as a convenient transition to the discussions 
of the psychoneuroses in the two following chapters. This introduction to 
psychopathology is followed by four chapters in whieh relatively detailed 
accounts of psychotic disorders are presented. Because of the fact that 
many students of abnormal psychology plan to become clinical psycholo- 
gists, these accounts of the psychotic disorders go beyond a mere catalogue 
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of psychiatric symptoms by pointing out unsettled and controversial as- 
pects of some of the psychological issues involved. 

The detailed and occasionally somewhat technical discussion of psy- 
chopathology in the foregoing six chapters may have made it difficult for 
the student to acquire a good working knowledge of the diagnostic factors 
upon which the latest system of psychiatric classification is based. Accord- 
ingly, these chapters are followed by a seventh in which the entire field of 
psychopathology is sketched in summary fashion, with particular emphasis 
upon the nomenclature now being used by the psychiatrists and clinical 
psychologists employed by the Veterans Administration, Incidentally, this 
chapter is so written that it can be understood without preliminary study 
of the preceding six chapters. This means that, if it should be necessary to 
shorten the course in abnormal psychology, this review outline of psycho- 
pathology could be substituted for the somewhat detailed exposition intro- 
duced in the six chapters concerned with the neuroses and the psychoses, 
In fact, some teachers might find it desirable to assign this summary chap- 
ter both before and after assigning the six in question, 

The last three chapters of the book are concerned with problems of 
therapy. In the first of these an effort is made to abstract the seemingly 
tenable features of the rival schools of psychotherapy. Accordingly, this 
chapter presents the basic teachings of several psychoanalytically oriented 
therapists from Freud to Fromm, In the next chapter the entire concept 
of psychotherapy is subjected to a critical analysis. The work of Carl Rogers 
is discussed in some detail and an effort is made to differentiate counseling 
from psychotherapy. It is also suggested that, because of its medical con. 
notations, the term psychotherapy ought to be discarded or, if retained, 
be so interpreted as to do justice to the concept of therapy as a learning 
process. Considerable space is devoted to a discussion of this view of psy- 
chotherapy, which identifies much of what has traditionally been labelled 
psychotherapy as a matter of affective learning. In the last chapter the more 
distinctively medical and surgical aspects of therapy are summarized in 
discussions of the various so-called shock therapies, as well as the various 
techniques of frontal lobe surgery. 

I wish to thank the following publishers and editors for their kindness 
in permitting me to embody material from their publications: 

To thie Columbia Law Review for an excerpt from the article by Pro- 
fessor J. Hall on “Mental disease and criminal tesponsibility.” To the 
Journal of Abnormal:and Social Psychology for Professor T, G. Alper’s case 
report entitled “ An electric shock patient tells his story.” To Alfred A. 
Knopf, Inc. for a quotation from A. A. Brill’s Lectures on Psychoanalytic 
Psychiatry. To Longmans, Green & Co., Inc., for a quotation from Psycho- 
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analytical Method and the Doctrine of Freud by R. Dalbiez. To W. W. 
Norton & Co., Inc., for a quotation from A Short History of Psychiatric 
Achievement by N. D. C. Lewis. To the Royal Society of Medicine for 
illustrations from their “ Proceedings” of the “ Anglo-American Sympo- 
sium on Psychosurgery.” - 

Dr. Morton Prince of Boston had a special photograph of his father 
prepared for this volume and I wish to express my appreciation for this co- 
operation. Professor David Katz of the University of Stockholm was most 
generous in granting me permission to select illustrations from his Psycho- 
logical Atlas, published by the Philosophical Library, and I am very grate- 
ful to him for several line drawings. In addition, I wish to thank my friend, 
Professor Howard Liddell of Cornell University, for his kindness in sending 
me a photograph of one of his “neurotic” sheep. I am also indebted to 
Dr. W. B. Scoville for the diagram illustrating the technique of “ selective 
cortical undercutting,” as well as to Professor Walter Freeman for the illus- 
trations of some of his techniques of frontal lobe surgery. Professor Fred- 
eric A. Gibbs of the University of Illinois College of Medicine was kind 
enough to permit me to use one of his photographs showing various elec- 
troencephalographic patterns and I am grateful for his courteous help. 
Acknowledgment for other illustrations has been made in each specific case, 

I am especially grateful to Mr. Sidney Brenner for his conscientious 
preparation of the index. He did the bulk of the work and was ably assisted 
by Mr. John Peshel. This formal expression of thanks falls far short of be- 
ing an adequate indication of my indebtedness to them for their compe- 
tent handling of a tedious and time-consuming chore. Nor can a formal 
acknowledgment of thanks do justice to the exemplary clerical assistance 
tendered by my secretary, Mrs. Hurd Twombly. Her unfailingly cheerful 
help in typing the manuscript, checking references, and tracking down 
mislaid journals was definitely above and beyond the call of routine secre- 
tarial duty. Appreciation for such superlative efficiency is difficult to formu- 
late and impossible to measure. I also find it difficult to total the magni- 
tude of my indebtedness to my wife. Not only did she relieve me of the 
painful monotony of reading page proof, but through the long months be- 
fore any type had been set she was always ready to help me decide whether 
what had been written measured up to elementary standards of clarity and 
formal correctness. And in retrospect I can also thank her for the gentle 
prodding by means of which I was induced to complete a task which often 
threatened to bog down into a permanent Zeigarnik effect. 

D. B. K. 
Los Angeles, California 
May 10, 1951 
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1. Abnormality: Perspectives and 


Meanings 


Orprinary PEOPLE who have never taken a course in psychology would 
nevertheless have little difficulty in guessing at some of the topics that 
would arouse the professional interest of the specialist in abnormal psy- 
chology. They would expect him to be interested in the terror of an alco- 
holic neighbor as he fights off imaginary animals. They would also expect 
him to be interested in accounts of people unable to walk even though the 
physician insists “ there is nothing wrong with their legs." And they might 
regale him with stories of unusual feats of memory, of people who went 
“crazy” upon the death of a relative, of children who delighted in cruelty 
to animals, of other children who had convulsions when reprimanded for 
misconduct, of the eccentric old woman who lived by herself surrounded 
by a dozen stray cats, of the " sex degenerate" who was jailed for molest- 
ing little boys, of the “ religious fanatic” who prays in the middle of the 
street when the noon factory whistle blows, and many other stories having 
to do with the bizarre, the criminal, or the unusual. 

Such stories are in line with the common-sense understanding of the 
phrase abnormal behavior. Nor should they be condemned or repudiated 
as wrong or altogether misleading. As a matter of fact, such everyday ob- 
servations of peculiar conduct doubtless furnished the point of departure 
for the systematic observations that eventually developed into the separate 
field of abnormal psychology. 

The specialist in this field is interested not merely in recording instances 
of such peculiarities, but in understanding them in terms of verifiable 
cause-and-effect relationships. This is another way of saying that he is in- 
terested in tackling such examples of abnormal behavior as a scientist and 
not as a morbid devotee of the lurid and sensational. 
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A SCIENTIFIC PERSPECTIVE 


It is probably advisable for the student just embarking on his first 
course in abnormal psychology to reflect upon the implications of this dis- 
tinction between a scientific and a morbid approach to the subject. A mor- 
bid approach induces one to seek for thrills and excitement. It is the mental 
set of the reader of escapist literature and the pleasure-seeking movie pa- 
tron, Such an attitude interferes with the critical evaluation of evidence 
and the careful, objective examination of facts one associates with compe- 
tent scientific work. This kind of evaluation and examination calls for the 
maintenance of a scientific perspective. It is not as easy to maintain such a 
perspective in studying specific instances of abnormal behavior as it is 
when studying problems in physics, grammar or astronomy; hence the need 
for this warning, at the very beginning of this book. 

Hazards of Self-diagnosis. Unless one makes a special effort to be domi- 
nated by such a scientific perspective when studying abnormal psychology, 
there is a danger of being thrown off balance by the insidious intrusion of 
a morbid perspective. Many of the symptoms of abnormal behavior are not 
radically different from the characteristics of normal people. As a conse- 
quence the suggestible student, who fails to bring a scientific perspective 
to bear on his study of such symptoms, is apt to attribute such symptoms 
to himself and to make a hasty self-diagnosis of abnormality. This may be 
the starting point of a period of unhealthy brooding. In rare instances it 
may occasion even more serious consequences. At one college many years 
ago there was a tragic example of this, when a student of abnormal psy- 
chology killed herself after learning about a particular mental disease. 
Without consulting the professor she decided that the symptoms of the 
disease were like her symptoms and since she had learned that the disease 
in question was incurable, she became morbidly depressed and later took 
her own life. Of course, this student was undoubtedly unstable or mentally 
sick to begin with, so that it would be misleading to attribute her instability 
or sickness to the study of abnormal psychology. But this very extreme 
example does serve to stress the hazards of identifying ourselves with par- 
ticular case histories and the disruption of scientific perspective which such 
an identification entails. 

However, even with a resolute intention not to be suggestible and not 
to see resemblances between certain descriptions of abnormal phenomena 
and one’s own personality characteristics, occasional lapses are likely to 
occur. Should this happen, it would be wise not to have too much confi- 
dence in the soundness of one’s own judgment in such matters; for self- 
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diagnosis is notoriously treacherous and inaccurate. Instead of brooding 
over it the intelligent student ought to endeavor to clear the morbid atmos- 
phere by a candid discussion with his instructor. 

Incidentally, the hazards of self-diagnosis are not the only ones of 
which we should beware in studying a subject like abnormal psychology. 
There are also the hazards of hasty diagnosis of the mental quirks of others 
on the basis of a superficial familiarity with the elements of abnormal psy- 
chology. Many people have been classified as abnormal on the basis of such 
elementary knowledge by the amateur diagnostician. Diagnosis, it should 
be emphasized, is a difficult art that demands more background and ex- 
perience than a book of this kind can supply. Accordingly, as the student 
becomes increasingly conversant with a medley of technical terms descrip- 
tive of mental disease and signs of abnormality, he ought to guard himself 
against the temptation to employ his new technical vocabulary carelessly 
or impulsively. By cultivating a scientific outlook at the very beginning of 
his study of abnormal psychology the student is less likely to yield to this 
temptation; for such an outlook demands careful thinking and cautious 
interpretation. 


ABNORMAL PSYCHOLOGY AND RELATED FIELDS 


Contributions to an understanding of abnormal behavior are made by 
specialists working in numerous fields closely allied to the field of abnor- 
mal psychology. In other words, abnormal behavior can be studied from 
different points of view depending upon shifts in professional interest and 
differences in professional background. As a result, abnormal psychology 
has been influenced by workers in such different but interrelated fields of 
scientific endeavor as psychiatry, clinical neurology, mental hygiene, clini- 
cal psychology, psychopathology, and psychoanalysis. Fruitful data have 
also been supplied by students of biometrics, social pathology, and anthro- 
pology. It will be helpful to consider how such different fields impinge on 
that of abnormal psychology so as to secure a broader grasp of the com- 
plexities with which the student of the abnormal has to wrestle. 

Psychiatry. The subject of psychiatry is very closely related to many of 
the problems of abnormal psychology, for the psychiatrist concerns himself 
with the diagnosis and treatment of mental disease. He is a man with medi- 
cal training who specializes in the care of mentally sick patients. It should 
be obvious that as a result of such daily contact with the mentally dis- 
turbed the psychiatrist has placed many significant clinical descriptions at 
the disposal of the abnormal psychologist. In addition, psychiatric concepts 
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regarding the nature and cause of mental disease have had a vast influence 
on the development of abnormal psychology. 

Clinical Neurology. Somewhat distinct from psychiatry is another 
branch of medicine which also deals with some phases of abnormal be- 
havior. This branch, known as clinical neurology, deals with afflictions of 
the nervous system. The brain, spinal cord, and the autonomic nervous 
system may be damaged by ruptured blood vessels, bullet wounds, infec- 
tions, poisons, tumors, and so on. As a result of such damage a wide array 
of abnormal symptoms comes to the attention of the clinical neurologist: 
visual and auditory disturbances, loss of the sense of touch, inability to rec- 
ognize familiar objects like keys and coins, changes in the manner of walk- 
ing or talking, abnormal temperature sensations, paralyses of different 
muscle groups, and other symptoms. In his efforts to understand and deal 
with such symptoms the clinical neurologist mobilizes facts and introduces 
hypotheses which the abnormal psychologist cannot afford to ignore. 

Mental Hygiene. In recent decades there has been a growing interest 
in the difficult and complex problem of preventing mental disease. This 
interest has led to the establishment of the mental hygiene movement, and 
to an energetic study of the latter problem both in this country and abroad. 
As a matter of fact, workers in this field do not limit their activity to the 
prevention of mental disease, but also devote themselves to the promotion 
of improved hospital facilities for the mentally sick, and to enlightening the 
public regarding the goals of mental hygiene and the ways of attaining 
them. In the prosecution of this campaign for the prevention of mental dis- 
ease and the promotion of mental health, numerous issues of significance 
for abnormal psychology have been brought into a sharper focus. As a re- 
sult, the abnormal psychologist has to keep up with developments in the 
field of mental hygiene, and vice versa. 

Clinical Psychology. As might be expected, there is a considerable in- 
terchange of ideas and some overlap of functions among the different spe- 
cialties being outlined here. This is apparent when we consider the work 
of the clinical psychologist. His field is an outgrowth of early efforts to 
apply psychological methods and principles to problems of school failure, 
In the course of years it became increasingly evident that such problems 
are bound up with a multiplicity of factors: mental defect, inadequate 
preparation in particular subjects, sensory deficiencies, poor nutrition, poor 
teaching methods, inadequate motivation, feelings of inferiority, lack of 
emotional security, personality clashes between parent and child, child and 
teacher, or child and playmates. 

Quite obviously factors of this sort also interest the psychiatrist and the 
mental hygienist. Indeed, every psychiatrist has to be a bit of a clinical psy- 
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chologist just as every clinical psychologist has to be a bit of a psychiatrist, 
and both have to be conversant with mental hygiene principles. Trying to 
find an absolutely sharp line of cleavage between the respective spheres of 
activity is like trying to find such a line between the various medical special- 
ties and arguing that an eye expert ought not to take a patient's pulse or 
measure blood pressure, since matters of this kind fall within the province 
of the heart specialist. Such a rigid division of labor would be foolish. In 
matters of this kind there can be considerable overlap and at the same time 
justification for the existence of separate specialties. 

At all events, the field of clinical psychology has contributed various 
testing techniques and methods of handling troubled children and worried 
parents. The implications of such contributions are manifestly of interest 
to the abnormal psychologist, just as his distinctive contributions may 
prove to be of interest to the clinical psychologist, or to any other of the 
specialists being considered in this section. This is but another example of 
the familiar observation that the relation between pure and applied science 
is reciprocal. Developments in an applied field may give rise to a new the- 
ory just as a new theory may initiate a new practice. 

Psychopathology. Strictly speaking, the science which concerns itself 
with the study of mental disease as a sharply circumscribed subject is not 
abnormal psychology, but that of psychopathology. In terms of the scope 
of topics included abnormal psychology is broader than psychopathology. 
'This is another way of saying that the concept of abnormality is not lim- 
ited to the notion of disease. For example, the normal, healthy human 
being often is a good subject for the demonstration of hypnosis. The na- 
ture and problems of hypnosis are thus not necessarily matters of psycho- 
pathology. But they do constitute a portion of the field studied by the ab- 
normal psychologist. Similarly, phenomena characteristic of dreams are 
studied by the abnormal psychologist, even though dreams as such are by 
no means invariable signs of mental disorder. Of course, the study of men- 
tal disorder bulks large in the field of abnormal psychology, so that a good 
portion of this field might be regarded as coterminous with that of psycho- 
pathology. 

Psychoanalysis. As most educated people know, Sigmund Freud has 
exercised a tremendous influence on the development of modern thinking 
about abnormal behavior. Even those who have been hostile toward his 
teachings have found it impossible to ignore them. Detailed consideration 
of these teachings will be postponed to later chapters. For the present it 
will suffice to point out that Freud's psychoanalysis is based on the doc- 
trine of unconscious urges activating and modifying human behavior. The 
application of this approach to problems of mental disturbance has had 
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the effect of enriching our understanding of the role of motivation in such 
disturbance. This emphasis on motivation has made contemporary abnor- 
mal psychology a much more dynamic field than it was some decades ago. 

Biometrics. The application of statistical procedures to problems of 
biology has come to be a separate branch of biology and is called biometrics 
or biometry. One group of problems which has been subjected to biometric 
analysis is of particular importance for the student of abnormal psychol- 
ogy. This group includes such questions as the following: Are mental dis- 
eases on the increase? Are there sex or race differences in the incidence of 
mental disease? Is such disease more likely to occur at certain develop- 
mental periods like adolescence or senescence? Is there a demonstrable re- 
lationship between mental illness and marital status? Does climate account 
for variations in the incidence of this kind of illness? 

Tt should be obvious that answers to questions of this type are neces- 
sary for a thorough understanding of the nature of mental disease. For this 
reason research in abnormal psychology often requires familiarity with this 
biometric approach. 

Social Pathology. Closely related to the biometric approach is a branch 
of sociology called social pathology. As its name suggests, this is a study of 
social maladjustment and concerns itself with the causes and consequences 
of such phenomena as divorce, poverty, prostitution, delinquency, and drug 
addiction. To the extent that such maladjustment inevitably implies mal- 
adjusted individuals, abnormal psychology can profit by scrutiny of the 
contributions of the student of social pathology. This applies with par- 
ticular emphasis to the contributions of the psychiatric social worker, the 
practical investigator, whose daily professional duties require face to face 
contacts with various aspects of social pathology. 

Anthropology. Abnormal psychology has also been influenced by an- 
thropological contributions. The anthropologist, it will be recalled, is a stu- 
dent of culture, especially of the culture of so-called primitive groups. His 
studies have revealed that the concept of normality is by no means uni- 
form among all groups. He has shown that what is stigmatized as patho- 
logical or abnormal behavior by one culture group may be viewed as de- 
sirable conduct by another. As a consequence, any penetrating analysis 
of the concept of mental abnormality must include a consideration of 
what such anthropological findings imply. Whether they imply, as is 
commonly held, that the doctrine of cultural relativity precludes fixed 
standards of normality is a troublesome issue to be considered below 
(see pp. 19-20) after preliminary discussion of the concept of abnormality. 
As will soon be evident, this concept is also replete with troublesome 
problems, 
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It is by no means easy to establish fixed boundaries for a field like ab- 
normal psychology. As has just been shown in the preceding section, this 
field overlaps many related subjects, and this in itself renders it difficult to 
specify precisely where one ends and the other begins. Furthermore, satis- 
factory agreement on the meaning of the concept varies with the viewpoint 
stressed, just as the appearance of a building changes as it is examined 
from the front, the rear, the side, from above or below. Any one of these 
perspectives might be important for certain purposes, and only a rash dog- 
matist would venture to label a given perspective the “ true ” one. Actually, 
for a complete knowledge of the building’s appearance all of the perspec- 
tives would have to be utilized. Similarly, for a more thorough knowledge 
of the meaning of the concept of abnormality it is advisable to examine the 
concept from different standpoints. 

The Statistical Approach. Many abnormal psychologists are fond of 
pointing out that the literal meaning of the word “abnormal” is “ that 
which deviates from the normal.” By “ normal” they mean some kind of 
average or measure of central tendency. Their thinking is dominated by 
the image of the familiar bell-shaped normal distribution curve empha- 
sized in introductory courses in statistics, psychology, and other subjects. 
This curve is a graphic representation of measurable differences in athletic 
skill, physique, intelligence, speed of reading, and many other human 
characteristics. It serves to bear out the common observation that with 
respect to such characteristics people may be classified as average, below 
average, and above average. It also serves to emphasize what often eludes 
common observation, namely, that there is no clear-cut line of demarca- 
tion between one of these classifications and the adjacent ones. With re- 
spect to height, for example, the shift from those of diminutive stature to 
those of extreme height is not sudden; it proceeds by smooth transitions 
from short to tall. Only when extremes of the curve are selected and the 
intermediate portion is neglected, can a given population be divided into 
the tall and short, or midgets and giants. This statistical approach thus 
stresses the continuity of change within the population. In terms of devia- 
tion the giant is as abnormal as the midget. Only propia close to average 
height would be normal in this sense. 

This approach, as shown in Figure 1, implies three regions: the normal, 
the subnormal, and the supernormal. Both the latter regions would have 
to do with the abnormal in the statistical meaning of abnormality. From 
this viewpoint, both a Shakespeare and an imbecile are to be classified as 
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abnormal. In reality, the upper region has not ordinarily been made a por- 
tion of the field of abnormal psychology. Brilliant playwrights, champion 
athletes, eminent scientists, and great philosophers have usually not been 
segregated as special groups to be studied by the abnormal psychologist, 
unless he became interested in a question like the relationship between 
genius and insanity. In this case, their poor adjustment rather than their 
brilliance caused them to be judged abnormal. In practice, then, the sta- 
tistical criterion of abnormality has been fused with the criterion of mal- 
adjustment which we shall discuss later. 


ABNORMAL ABNORMAL 
(Inferior) [UA ^ (Superior) 
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FIGURE 1. Abnormality as related to the statistician’s curve of normal 
distribution. 


The Dichotomous Approach. The normal distribution curve, as has 
been pointed out, is obtained only when measured differences are continu- 
ous in nature. Measuring the size of vocabulary of the people in a given 
city would presumably give us such a curve. By determining the approxi- 
mate number of English words each person knows, his score could be 
plotted on one of these curves and the final curve would approximate the 
smooth, symmetrical form indicative of the large average group with “ nor- 
mal” vocabularies, and the two smaller groups whose scores fall well above 
or well below the average. On the curve the average group would be in the 
middle, the low group on the left and the high group on the right. 

However, if the same population were to be examined in similar fashion 
for the purpose of determining how many languages each person knows, a 
different kind of curve would result. The vast majority would know just 
one— the native tongue. A decisively smaller group might be bilingual. 
Successively still smaller groups would be able to demonstrate reasonable 
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Number of Individuals 


Number of Languages Mastered 


Ficurr 2. Hypothetical curve showing relationship between number of 
languages mastered by general population, with vast majority restricted 
to one language shown by peak at left, and rare individual knowing 
many languages indicated by low point at right. 


mastery of three, four, five or more languages. Conceivably, there might 
even be one lone professor of comparative philology with, let us say, 
twenty or more languages to his credit. Under these circumstances, the 
resulting curve would not be “ normal” in shape. It would be skewed, with 
the highest point at the extreme left showing knowledge of one language, 
and then would drop rather precipitately to the right, so that it would re- 
semble the shape of a hockey stick rather than a bell as shown in Figure 2. 
This indicates that not all differences among human beings conform to 
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the bell-shaped curve. It would, consequently, be incorrect to hold that all 
significant human variables can have their “normality” established by 
plotting the bell-shaped curve. 

This illustration assumes, of course, that a person is to be given credit 
for knowing a language only if a given level of mastery is established. The 
criterion of mastery might be that of being able to read a newspaper in the 
foreign language, or being able to interview an enemy prisoner. The differ- 
ence between knowing a language in this sense and not knowing it would 
be a discontinuous one for many people. They could immediately confess 
lack of knowledge of Arabic, Japanese or Coptic, or a host of other alien 
tongues. In some instances there might be uncertainty because a man may 
have studied a little Latin or completed one semester of French, or picked . 
up a few Greek words. But with respect to the bulk of the world's lan- 
guages he will be as certain about his ignorance of them as he is about 
not having leprosy, being divorced, or owning a million dollars, 

Data pertaining to certain discases, to marital status, and to family 
income do not conform to the normal distribution curve. Distinctions of 
an all-or-none sort loom up here. Either one has leprosy or not, just as one 
is either married or divorced, Differences of this kind involve a dichotomy: 
a division into sharply sundered, mutually exclusive classes. A dichotomy 
Presupposes easily perceived qualitative differences, like those between 
newspapers and books, or coins and bills, or dogs and cats. Dichotomous 
divisions admit of no transitional cases. 

In the history of psychiatry and of abnormal psychology there has been, 
and still continues to be, a conflict of opinion regarding the appropriate 
interpretation of abnormality, Common-sense opinion tends to think in 
terms of a dichotomy and to divide mankind into the sane and insane, or 
the normal and abnormal. The opinion of the majority, but by no means of 
all experts is opposed to this common-sense approach. Their opinion tends 
to stress the statistical rather than the dichotomous approach. It views 
abnormality as a quantitative rather than a qualitative distortion of the 
" normal." As is so often the case, this approach is also reflected in another 
common-sense view, which maintains that “ everybody is a little bit crazy " 
or that “we all have our abnormal moments.” The conflict of Opinion 
regarding these two approaches is well summarized in the following quota- 
tion, which considers the meaning of abnormal or pathological states: 1 


Although there are many ways of studying and thinking about pathological 
states, current theories, generally speaking, seem to fall rather naturally into 


1 Lewis, N. D. C., A Short History of Psychiatric Achievement, New York, Norton, 
1941, p. 15. 
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two categories. One constitutes the idea that a pathological expression is merely 
an exaggeration, an attenuation, or a distortion of what is ordinarily a normal 
or physiological process, in other words, a “ pathophysiological " or “ morbid 
physiological " phenomenon. The other is the concept that a pathological state 
is not a relatively simple disharmony of normal phenomena, nor the disorgani- 
zation of the various functioning parts of the organism, but is the emergence of 
a new situation, a situation in which there are new situations, a situation in 
which there are qualitative differences distinct in nature, and something addi- 
tiondl that does not occur normally. 


The conflict between these two approaches to the problem can be sim- 
plified by viewing the statistical concept as quantitative and the dichoto- 
mous one as qualitative. One approach considers the distinction between 
health and disease a matter of degree, and the other approach views it as 
a difference in kind. As applied to psychological issues the conflict has im- 
portant consequences. If the statistical approach is regarded as the valid 
one, that which one learns about abnormal personalities may also be attrib- 
uted to normal personalities in greater or lesser degree, depending on the 
direction of the deviation. A psychiatrist finding delusions of grandeur in 
some of his patients and incestuous cravings in others, might then be justi- 
fied in assuming that such delusions and cravings, in minimal form, are 
present in all normal people. In fact, he might be able to construct an 
image of the normal personality solely on the basis of his clinical experi- 
ence with abnormal people. On the other hand, the advocate of the dichot- 
omous approach would regard this as a dubious proceeding. He would 
maintain that what holds true for abnormal people need not apply to 
normal ones, This contention is clearly evident in Allport's criticism of 
those who ignore general psychology because of their “ one-sided interest 
in the problems of psychopathology." With particular respect to psycho- 
analysis, he writes: * 


Its doctrines have considerable pertinence in the study of the psychoneu- 
roses, Without modification, however, they are applied repeatedly to healthy 
mental processes; balance is interpreted in the same way as lack of balance; the 
sane are represented by the insane. The view that normality may be studied 
through the lens of abnormality is remarkably common, but it is none the less 


debatable. 


To get an even clearer understanding of why Allport regards this view 
as debatable, the following paragraph from a later chapter of the same 
book might prove helpful: * 

2 Allport, G., Personality. New York, Henry Holt, 1937, p. 15. 
3 Op. cit., p. 76 
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Is the normal personality simply an undistinguished edition of the mentally 
diseased? We do not hold this view in reference to organic conditions. There 
is no continuum of states from cancer to no-cancer. The patient either has a 
malignant growth or else he hasn’t; there are no intermediate conditions. Simi- 
larly a diseased mind is in many respects functionally quite different from (and 
not merely an exaggeration of) the normal mind. 


Tn everyday clinical work many psychiatrists and clinical psychologists 
ignore the statistical approach to which they may be theoretically commit- 
ted in favor of a functional criterion to which Allport refers in the passage 
just quoted. This functional criterion involves a third approach to the con- 
cept of abnormality, one that stresses the notion of maladjustment as fun- 
damental in the concept. 

The Adjustive Approach. In dealing with mentally sick people the 
clinician often has to note their failure to be at peace with themselves or 
their social environment. They seem unable to cope with the business of 
accommodating their needs and interests to social standards. They may be 
antagonistic to such standards, or afraid of them, or too painfully attached 
to them. The antagonism might be exhibited in an aggressive flouting of 
convention or even in criminal behavior, the fear in timorous avoidance of 
social contacts, and the painful attachment in obsessive preoccupation with 
the minutiae of etiquette or in morbid brooding about negligible ethical 
details. All such instances of personal difficulty in getting along with one- 
self or with other people are summed up in the concept of maladjustment. 

In terms of this concept, then, a person is “ normal ” to the extent that 
he is “adjusted” to or in harmony with ethico-social reality. This is an- 
other way of indicating the role of community standards or cultural norms 
in thinking about the nature of mental abnormality. Resistance to or de- 
viation from such standards and norms becomes the criterion of abnormal- 
ity. This general approach is neatly summarized in the following discussion 
of what it means to be a psychically normal person: * 


From the psychiatric point of view, a psychically normal person is one who 
is in harmony with himself and with his environment. He conforms with the 
cultural requirements or injunctions of his community. He may possess organic 
deviation or discase, but as long as this docs not impair his reasoning, judgment, 
intellectual capacity and ability to make harmonious personal and social adap- 


tation he may be regarded as psychically sound or normal. 


+ Hinsie, L. E., and Shatzky, J., Psychiatric Dictionary. New York, Oxford Univ, 
Press, 1940, p. 372. (Incidentally, this scholarly volume contains much data of impor- 


tance for the earnest student of abnormal psychology and is an invaluable reference | 


work.) 


« 
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A view of this kind tends to link abnormality with unconventional be- 
havior. Thibaut * has shown that this adjustive approach is closely related 
to the statistical in that conventionality implies conformity with prevail- 
ing standards of conduct. One determines the existence of a custom by 
finding out what the “average” person in a given community does under 
a given set of circumstances. However, despite the close relationship, these 
two approaches are not identical;* for the statistical does not inevitably 
lead to the adjustive, even though the latter implies the former. 

The notion of adjustment occupies so dominant a place in clinical prac- 
tice that some elaboration of its larger implications is called for. To equate 
normal behavior with conventional behavior may make for clinical con- 
venience, but it may also give rise to diagnostic contradictions and psy- 
chiatric paradoxes. For example, a Japanese pacifist who balked at serving 
in the army in pre-Pearl Harbor days would have had to be regarded as 
“abnormal” or “ maladjusted” by Japanese psychiatrists employing the 
adjustive criterion, for such a pacifist would not have been in conformity 
“with the cultural requirements or injunctions of his community.” Shall 
such “ maladjustment” be regarded as meaning that the pacifist was psy- 
chopathic or mentally sick? If all the adults in a given town save one man 
set out to lynch a labor agitator, shall the adults be adjudged “ normal " 
and the lone dissident stigmatized as “ psychopathic” or “ maladjusted "? 
Were those minority of Germans who failed to conform to the Nazi “ so- 
cial reaction-average " the mad men of Germany and the Nazis the sane 
men? Is conformity to existing social reality in a given culture a depend- 
able criterion of effective adjustment? 

Since cultures differ from one another, such a criterion might make it 
necessary to teach students of psychiatry to recognize many standards of 
“normal mental health," while other medical students are being taught 
a single standard of “normal physical health." The latter standard would 
enable the graduate to recognize tuberculosis or cancer in any part of the 
world among any of its peoples. He would not have to learn a new system 
of pathology each time he examines a member of a radically different cul- 
ture. However, his psychiatric colleague would not be able to proceed so 
freely. His notions of psychopathology would have to vary with the cul- 


5 Thibaut, J. W., “The concept of normality in clinical psychology," Psychol. 
Rev., 1943, 50, 338-344- 

* Tn the words of "Thibaut: “ The relation of the ‘adjustment’ concept to the sta- 
tistical is transitive, i.e., the first implies the second, although the converse is not true.” 
(Op. cit., p. 339.) By this he means that the statistical approach fails to specify how 
adjustment is brought about, whereas the other approach supplies this information along 
with the statistical implication of what the "social rcaction-average " happens to be. 
This is very different from saying what it ought to be. 
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tural backgrounds of his patients.’ Theoretically, there might be as many 
different systems of psychopathology as there are significantly different 
patterns of culture. The sane of one culture might then be the insane of 
another and vice versa. It is this possibility which induced one psychiatrist € 
to contend rather paradoxically that “ normality may be a form of madness 
which goes unrecognized because it happens to be a good adaptation to 
reality." 

The adjustive approach thus stresses “adaptation to reality” as the 
chief criterion of sanity or normality. In this context reality refers to the 
ethico-social patterns of conduct prevalent in a given culture. Conspicu- 
ous failure to abide by such patterns arouses group disapproval or hostility. 
‘The offender is whipped into line by physical punishment, threats of os- 
tracism, or some other technique of coercion. Should he persist in his 
“ anti-social conduct,” the ostracism may take the form of incarceration in 
a penitentiary or an asylum. In fact, in some cultures especially serious 
violations of group standards provoke a penalty of death. Ordinarily, the 
justification for such drastic action is the need to safeguard the welfare of 
the group. The very phrase “ anti-social conduct” implies this. 

Furthermore, the justification for promoting group welfare is in terms 
of — and here we must pause. The sentence can be completed in various: 
ways, depending on which philosophy of government we choose to endorse. 
A totalitarian philosophy would hold that the individual citizen must “ ad- 
just to reality " in order to enhance the power and prestige of his country, 
or its governing class or party. It would insist that the individual exists for 
the glorification of the State. It would teach him to belittle his individual 
significance, to curb his private aspirations, and to obey his superiors with 
unquestioning promptness, no matter what suffering such obedience might 
entail for him. On the other hand, a democratic philosophy would hold 
that the State or government exists to promote the welfare of the governed 
rather than the governing class or party and thus to promote the welfare or 
happiness of its citizens. In terms of such a democratic philosophy the in- 
dividual is trained to “ adjust to reality ” in order, in the long run, to make 
his own happiness reasonably secure. He is expected to vote “ according to 


* This interpretation would probably not be acceptable to all experts in medical 
psychology. The psychoanalyst Franz Alexander, for example, regards impulse as primary 
and cultural stimuli as secondary. (Cf. his volume entitled Our Age of Unreason, New 
York, Lippincott, 1942.) According to him, “ Cultural conditions may encourage and 
strengthen one attitude rather than another, but culture does not introduce anything 
into the organism that is not already there." (Ibid., p. 205.) In fact, he states explicitly 
that factors of culture are not of " primary importance " for the psychiatrist. (Ibid., 
P. 241.) 

8 Glover, E., as quoted by Thibaut, op. cit., p. 338. 
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his conscience,” to learn to think independently, to keep a critical eye on 
his public officials, and to vote them out of office if they fail to measure 
up to his standards of administrative efficiency. Under the circumstances, 
were he to be transferred to a fascist culture he would be maladjusted just 
as a totalitarian would presumably be an abnormal misfit in a genuinely 
democratic society. 

Both the statistical and the adjustive concepts of normality tend to 
make sanity a function of the individual's acceptance of the customs and 
social standards prevalent in his group. Conventionality becomes the crie 
terion of normality: the more conventional a person becomes, the better 
his adjustment. There is much to be said in favor of this generalization. 
However, as has been intimated in the preceding paragraphs, it ought not 
to be given unreserved endorsement. It implies that there should be a mini- 
mum of individual questioning of a given set of conventions, and makes 
uncritical conformity to such conventions the ideal adjustment. ‘This re- 
stricts the scope for self-direction, independence of judgment, and rectifi- 
cation of existing evils. 

Only on the assumption that prevailing social standards and conven- 
tional ideals are worthy of endorsement, can their adoption be urged. 
What particular cultures or societies demand of their members may in it- 
self be a deviation from a humanitarian, as opposed to a tribal, ideal of 
sound adjustment. In the past, convention has at various times and places 
believed in the existence of witches and decreed that they should be exe- 
cuted when detected. Similarly, it has regarded it as proper for some people 
to be the slaves of others. Convention has also approved of human sacri- 
fice to propitiate tribal gods. Even in our own day it sometimes decrees 
standards in clothing and drinking that militate against hygienic ideals. 

What all this amounts to is that a society may itself be maladjusted in 
terms of what promotes the welfare of the human race. Is it good psy- 
chiatry to urge blind acceptance of such norms by the members of such 
a society, in order that they may be “diagnosed” as ^ well adjusted” or 
“sane” or “normal”? To render this issue more definite: in terms of our 
carlier example, should Japanese psychiatrists have tried to persuade our 
hypothetical Japanese pacifist to “adjust” to the aggressively militaristic 
conventions of his people by joining in the destruction of Chinese villages? 

The foregoing questions reveal a possible shortcoming of the adjustive 
approach in its failure to specify the kind of cultural norms, tribal customs, 
or societal standards which the individual ought to adopt in the interests 
of his mental health. By implication, it suggests that one culture is as good 
as another in this respect. Certainly this implication is not ordinarily held 
with reference to bodily health. A people whose culture encourages the 
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drinking of polluted water or the spread of contagious disease would not 
elicit the approval of public health experts on the ground that each group 
has the right or privilege to work out its own standards of sanitation and 
its own system of disease prevention. The doctrine of cultural relativity is 
not usually taken to mean that there are no universally valid principles of 
bacteriology, biochemistry, immunology, and nutrition; hence, the possi- 
bility and legitimacy of comparing different cultures with respect to their 
allegiance to such principles. The end result of such a comparison might 
well be that some cultures would be given a better rating than others. This 
rating will not be in terms of the average sanitary or health standard in 
each culture, but in terms of a theoretic standard of ideal requirements. 
Such standards will have to do with principles of nutrition, garbage dis- 
posal, water sanitation, dental care, infant care, and other features of pub- 
lic health work, whose principles have been validated not in terms of man 
as a member of a particular culture, but of man as a biological organism. 

To appreciate the nature of the distinction involved, we might ask 
whether the concept of ideal posture must be modified depending on 
whether we are talking about Brazil, Russia, or South Africa. This is not 
to deny that notions of physical attractiveness are different from culture 
to culture, and even change within a given culture from time to time. But 
the issue under consideration is not one of aesthetics. It is concerned 
with enhancing the efficiency of the body’s functioning; hence the rele- 
vance of this example of the concept of ideal posture. It is the fact that all 
men belong to the human race that enables a competent orthopedist to 
detect postural defects in any patient without having to take his racial or 
cultural background into consideration. He does not have to invoke one 
standard of good posture for his Negro patient, another for the Italian, a 
third for the Indian, any more than a cardiologist has to change his notions 
of disordered heart action as these patients come to him. 

It might well be that very few people will actually measure up to the 
orthopedist’s conception of ideal posture. His ideal will thus be very dif- 
ferent from the prevailing posture of the average person in his community. 
In terms of this ideal the few will be better “adjusted” than the many. 
Adjustment may consequently be used in a different sense than conformity 
to some average: it may refer to some conceptual ideal. 

The “Ideal” Approach. Abnormality in terms of the ideal approach 
thus presupposes some standard of flawless excellence. A dentist has such 
a standard in mind when he compares the teeth of a particular patient 
with his conceptual ideal of a perfect set of teeth. In terms of this ideal a 
slight recession of the gum over a single tooth would be abnormal. Rela- 
tively few of his patients would measure up to this ideal. 
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As applied to psychology, this approach has not been pursued to any 
great extent. The need for it has been stressed by Burrow ? in his criticism 
of the inadequacies of standards fixed according to a “ prevailing social 
reaction-average.” In its place he suggests new standards determined by 
man’s needs as a biological organism, such as the following: the fact that 
war is a “recurring phenomenon in human behavior” does not make it 
“normal” in the light of this “ psychobiological " approach; for in terms 
of basic biological criteria of sound adjustment species survival must not 
be jeopardized. This point is well exemplified in a report by Hollander ' 
in which he labels “ perverted fighting” between mates in a colony of 
caged domestic pigeons as an instance of psychopathy. He regards this 
fighting as psychopathic or abnormal not merely because it is rarely ob- 
served in this species, but also because it is biologically maladaptive: the 
eggs are broken or the young are killed by being trampled upon. 

The difference between the statistical and the “ ideal” concepts of nor- 
mality can also be illustrated by means of academic grades. An average 
grade like “ C" is normal but mediocre, while an “ A” grade is both nor- 
mal and distinguished. As a measure of adjustment to course material the 
latter symbolizes better adaptation than the former. In compctitive ath- 
letics, to cite another illustration, the champion is a statistical rarity, but 
his record constitutes a norm or standard for others to aim at. To select 
average performance as a measure of excellence of adjustment may thus be 
tantamount to placing a premium upon mediocrity. 

"There is a further difficulty implicit in the statistical concept of normal 
adjustment: it sometimes tends to view an existing group's prevailing stand- 
ards as normal in the sense of biologically desirable, and the behavior of a 
deviant member of that group as abnormal in the sense of endangering 
group welfare. There is much to support such a view, as a reflection upon 
the nature of criminal behavior will reveal. However, what if the group 
itself sponsors criminal or biologically maladaptive norms of behavior? If 
a given society should be pathological in terms of what might provisionally 
be called humanitarian standards of conduct, might not the deviant mem- 
ber of such a society be entitled to a clean bill of mental health? Questions 
such as these are not entirely academic. What Lerner ™ has called the 
“pathologically toned ” nature of official German teaching during the Nazi 
regime demonstrates the realistic status of the issues involved. By means of 


9 Burrow, T., “ Neurosis and war: a problem in human behavior,” J. Psychol., 
1941, 12, 235—249. 

10 Hollander, W. F., “ A Type of psychopathy in the domestic pigeon,” J. comp. 
Psychol., 1945, 38, 287-289. 

11 Lerner, E., “ Pathological Nazi stereotypes found in recent German technical 
journals,” J. Psychol., 1942, 13, 179-192. 
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a survey of professional journals published in Germany at the peak of Nazi 
power he brought such teachings to light. A convincing example of one of 
these “trends in pathological thought and feeling” is the following ex- 
cerpt, which Lerner culled from the Zeitschrift fiir Tierpsychologie: * 


The superiority of Nordic races is reflected in race differences among chick- 
ens. The Nordic chick is better-behaved and more efficient in feeding than the 
Mediterranean chick, and less apt to over-eat by suggestion. These differences 
parallel certain typological differences among humans. The Nordic is an in- 
wardly-integrated type. The poultry yard confutes the liberal-bolshevik claim 
that race differences are really cultural differences, because race difference 
among chicks cannot be accounted for by culture. 


Doctrines of this sort were given the approval of official German sci- 
ence and were also in line with the “ social reaction-average ” of the people. 
‘They are manifestly warped, delusional, and in many instances irrational, 
as a complete inspection of Lerner’s list of specific instances will demon- 
strate. Were those individual Germans who found it impossible to accept 
and endorse such teachings to be diagnosed as abnormal in the sense of 
being psychopathic? Or would it have been more accurate to label these 
few the normal Germans and the deluded Nazi scientists psychopathic? 
In other words, the statistical view of the adjustive criterion would have 
called for one diagnosis, while application of the “ ideal” criterion would 
have demanded a contrary one, 

Homeostasis and Mental Disorder. It should be clear that mental ex- 
perts are not yet agreed among themselves regarding the nature and scope 
of the concept of mental abnormality. The statistical, the dichotomous, 
the adjustive, and the ideal approaches to this concept reflect this disagree- 
ment, Just a few years ago Zilboorg ** stated in the concluding pages of his 
History of Medical Psychology that “after more than 2000 years of medi- 
cal history, neither psychiatry nor the public has yet reached any under- 
standing of what mental illness is " and that “ our ignorance still outweighs 
however much we may appear to know.” He was even prompted to con- 
clude that “ there is still confusion as to what a psychological reaction is, 
and medicine and psychiatry and various schools of psychiatry still do not 
see eye to eye on this subject.” 

The very fact that elaboration of the concept of abnormality required 
the introduction of at least four distinctive viewpoints may be interpreted 
as a special manifestation of the “ confusion " to which Zilboorg referred, 

12 Op. cit., pp. 183-184. 

18 Zilboorg, G., A History of Medical Psychology. New York, Norton, 1941, 

PP: 519-529: 


T 


The Concept of Abnormality 19 


It can also be interpreted as resulting from the complexity of factors in- 
volved in the concept. The medical man’s concept of a disease like typhoid 
fever is less fuzzy than the psychiatrist’s concept of a disease like schizo- 
phrenia. This is partly due to the fact that mental disease is often compli- 
cated by social or cultural factors, while the pathology of bodily disease is 
relatively free from such complications, ‘That typhoid fever constitutes an 
illness is known, among other ways, by the very fact of the elevation of 
body temperature. A constant reference point in terms of an “ideal” or 
normal temperature is available to the medical man as a standard. Even 
if a whole community should be afflicted during a typhoid epidemic, he 
does not permit this shift in the community's “ reaction-average " to alter 
his diagnosis. His concept of bodily health approximates a set of “ ideal” 
standards in terms of body chemistry, blood pressure, respiration, and so 
on. The “ ideal " body maintains such standards despite considerable vari- 
ations in external conditions, This is what is meant by homeostasis, to 
employ a term introduced by the physiologist Cannon.'* Such a homeo- 
static approach enables a physician to recognize disease in any climate and 
among any people, regardless of cultural diversity. Deviation from this 
homeostatic ideal signifies abnormality. A clubfoot, or leprosy, or a blood 
pressure reading of two hundred would be recognized as abnormalities by 
medical men all over the world. They would be abnormal in the sense of 
being departures from homeostatic norms. 

In the realm of mental illness such homeostatic norms are lacking, 
hence the “ confusion” regarding the nature of an abnormal mental reac- 
tion. Mental health involves more than metabolic regulation of homeco- 
static factors. It has to do with economic security, social status, personal 
ambition, religious convictions, feelings of inferiority, attitudes of rivalry 
and jealousy, feelings of emotional security, and kindred factors pertaining 
to the customs of a people. Because these differ, it has seemed futile to 
regard some as normal and others as abnormal. As a consequence, psy- 
chiatry and abnormal psychology are not yet ready to borrow the notion 
of homeostasis and talk about “a normal culture” in the way in which a 
physiologist talks about “a normal temperature.” 

At present, overemphasis of differences among cultures tends to handi- 
cap psychiatry by introducing as many different standards of normality as 
there are distinctively different cultures. In theory, a given psychiatrist 
could practice his art among his own people, but not among alien peoples 
unless he first familiarized himself with their particular customs. His col- 
league, the ophthalmologist, would not labor under this handicap, since 
diseases of the eye are not subject to shifting standards of ocular normal- 

14 Cannon, W. B., The Wisdom of the Body. New York, Norton, 1932. 
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ity. Psychiatry thus remains provincial in its sphere of application, while 
ophthalmology and the other medical specialties become cosmopolitan. 

At a time when the nations of the world are being urged to organize 
for international cooperation, it is in order to consider the possibility of 
formulating principles of mental health of universal validity. To overcome 
the provincialism of psychiatry it will be necessary for social scientists, psy- 
chiatrists included, to endeavor to specify minimal standards of cultural 
organization necessary for psychobiological survival and for the prevention 
of discase-inducing mental stress. In terms of such standards it would then 
be possible for future psychiatrists throughout the world to employ the 
same frame of reference, just as ophthalmologists and cardiologists do 
today. 

Development of such a set of psychiatric standards would not neces- 
sitate the climination of cultural differences. There would be no need to 
envisage a standard culture of a regimented sort for all the peoples of the 
world. An analogy from the field of nutrition will help to clarify this issue. 
Experts in nutrition can appraise the diet of any group in terms of existing 
standards of minimal dietary needs for the human body. These standards 
have to do with the maintenance of efficient metabolism by means of an 
adequate balance of proteins, fats, carbohydrates, and vitamins, They are 
not concerned with the varying ways in which different culinary cultures 
may choose to achieve such a balance. One may accomplish it by means of 
Russian, German, Australian, Indian, or Swedish cooking. An Amish cook- 
book would serve as well as a Jewish or a New England cookbook. In terms 
of such standards it is futile to argue about which type of cooking is the 
best. They may all measure up to the same level of biochemical excellence, 
despite extreme diversity of culinary uniqueness. Biochemical equivalence 
docs not require regimentation in the kitchen. In similar fashion, there is 
no reason to assume that what might be termed mental hygiene equiva- 
lence should require cultural regimentation. Provided certain minimal 
standards of man’s psychological needs are being attained, a given culture 
might continue to differ from another in language, literature, jurispru- 
dence, and even family organization, and still be as good as the divergent 
culture when subjected to this suggested universal psychiatric frame of 
reference, 

Pending the development of such a frame of refe 
pathologist will have to continue to lag behind othe: 
whose thought is already geared to the requirements of global organiza- 
tion. If the goal of mental health be described as a sound mind in a sound 
body in a sound society, then it is essential to know what kind of society 
is to be called sound. That shortcomings of the social order may be respon- 
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sible for mental disorder is fairly well recognized. As Dollard *° has pointed 
out, Freud perceived “ how social customs could set up neurotic processes 
in the individual,” and the Freudian theory of neuroses may consequently 
be regarded as “ a major form of cultural criticism." A culture that fails to 
supply the individual with adequate “ conditions for social life " will warp 
his psychological development and will therefore be responsible for his 
resulting abnormality. 

Need for an Eclectic Viewpoint. Contributions to the field of abnor- 
mal psychology have been made by adherents of various psychological sys- 
tems, as well as by proponents of the differing viewpoints just summarized, 
As a result, the field itself is not yet a neatly cultivated one with bound- 
aries fixed in final fashion, Some patches have been intensively worked, 
while others have scarcely been touched. The whole enterprise is not yet 
ready to be fenced in by the psychological surveyor. As he scans the field 
he sees boundaries shifting, and the workers themselves transferring the 
center of their activity from one area to another. To present an adequate 
account of these shiftings will necessitate a closer scrutiny of what these 
workers are doing and what their predecessors have done. In other words, 
there is little justification for a premature affiliation with one group of 
workers as the “ best” or “most scientific.” This would make for one- 
sided orientation. Instead of this endeavor to describe abnormal psychol- 
ogy as a unified ficld, as it might appear to a member of such a group, it 
will be preferable to sacrifice unity in the interests of a more comprehensive 
survey from the viewpoints of different workers, whose perspectives vary 
as they apply themselves to different tasks within the total field. 

Such a willingness to modify one’s perspective to accord with the prob- 
lem to be solved requires the flexibility of an eclectic viewpoint. A rigid 
approach will not encompass the total sweep of the field of abnormal psy- 
chology. An eclectic viewpoint, on the other hand, will facilitate an ex- 
amination of what has been done and what is going on at present. This 
kind of approach will make it possible to cover the major areas of the field, 
without having to overlook any significant activity that happens to fall out- 
side the scope of an inflexible viewpoint. 

For this reason, the approach of this book is not to be described as psy- 
choanalytic, or psychosomatic, or configurational, or Adlerian, or personal- 
istic, or as committed to any other single school of psychology. Each of 
these schools, as well as many others, have influenced the development of 
abnormal psychology. By the maintenance of an eclectic viewpoint it will 
be possible to make room for the tenable contributions of all of them. 


18 The Science of Man in the World Crisis (R. Linton, ed.). New York, Colum- 
bia Univ. Press, 1946, p. 454- 
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There is too much that is unsettled in the field of abnormal psychology 
to justify its exposition in terms of a single systematic viewpoint. ‘This 
could be done only at the cost of a dogmatic disregard of much that fails 
to square with the school selected. An eclectic viewpoint obviates such dog- 
matism, and thus facilitates a greater measure of loyalty to fact. 

In keeping with this approach some of the topics with which we shall 
deal will be classifiable as abnormal in the light of one-of the concepts of 
abnormality introduced in this section, while other topics will more easily 
fall within the purview of another of these concepts. For the most part 
these concepts are complementary rather than contradictory, sc that no 
perplexing inconsistency will result from such a procedure. At all Qvents, 
pending the development of what has already been referred to as the psy- 
chological equivalent of the physiologist's doctrine of homeostasis, it s 
advisable to bring an eclectic viewpoint to bear on the very concept of a 
normality itself, : 
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Tux iNrropucrory CHAPTER showed the complexity of factors that have 
come to play a role in the field of abnormal psychology. In the present 
chapter a more detailed exposition of these factors will be attempted for 
the purpose of paving the way for an adequate appreciation of the litera- 
ture of abnormal psychology and related fields. 

The need for a scientific perspective has already been stressed. In the 
present context it might be well to point out one additional implication of 
this perspective for the student of mental illness, Unlike ordinary illness, 
mental disease has often been surrounded with mystical beliefs. This harks 
back to the days when man assumed the real existence of demons or evil 
spirits and other disembodied entities, Queer behavior was attributed to 
demonic possession, The influence of this kind of thinking is still reflected 
in modern speech when people use phrases like, “1 don't know what pos- 
sessed me,” or “a melancholy spirit took hold of him." Despite debate, 
controversy, and difference of opinion all modern students of abnormal 
mental phenomena are at least agreed upon this single issue: explanations 
of such phenomena must not invoke the doctrine of demonic possession or 
any variant of this doctrine, They are all agreed that the scientific ap- 
proach to a study of mental illness must be free from such mystical or su- 
perstitious assumptions. This is what we mean by saying that the approach 
must be a naturalistic one in terms of verifiable cause and effect relation- 
ships. Without verifiability there can be no science. 

Verification of belief and theory is often exceedingly difficult, so that a 
given body of data may give rise to persistent difference of opinion as rival 
explanatory hypotheses are proposed. Such hypotheses are the outcome of 
the conceptual framework in terms of which the theorist endeavors to in- 
terpret the data in question. In the course of its history each science builds 
up its own conceptual framework, and the student of a particular science 
must familiarize himself with the basic concepts if he is to read the rele- 
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vant literature understandingly. In the field of abnormal psychology there 
are many such concepts to be mastered. A large number of them are out- 
growths of the effort to explain abnormal phenomena as the products of 
subconscious or unconscious strivings. This effort, in other words, has given 
rise to what is sometimes referred to as a psychodynamic approach. It 
stresses motives and purposes, wishes, cravings, and ambitions. However, 


Ficure 3. “ Psychoanalysis” in the Middle Ages. In medieval times it 
was thought possible to drive evil complexes out of a man’s head by 
warming it over a fire, (From a medical pamphlet, “ Peters der Arzt," 
Nürnberg 1648. Courtesy of The New York Academy of Medicine Li- 
brary.) 


in order to appreciate its ramifications we must endeavor to grasp the trou- 
blesome concept of unconscious mental processes. 


THE CONCEPT OF THE UNCONSCIOUS 


Without doubt the most influential theory of the unconscious current 
today is the one which was first suggested by Sigmund Freud and which is 
now generally known as the psychoanalytic theory. In the years since its 
introduction it has undergone many changes, some of them proposed by 
Freud himself. Many specialists working with abnormal problems have 
been led to develop modifications of their own. The result is a confusing 
conflict of opinions and a bewildering development of technical terminol- 
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ogy. But for a working introduction, the student needs merely to have at 
his command the general argument upon which the theory of an uncon- 
scious or subconscious of some form is based, and also the scheme as first 
presented by Freud with its more significant later modifications. 

Hart's Views. The general argument or justification for the develop- 
ment of a theory of the unconscious has been well presented by Bernard 
Hart,’ who points out that it is possible to think physically and physiologi- 
cally of a closed or continuous causal sequence, In fact, there have been 
students of human behavior who have suggested that a complete knowl- 
edge of the physics of stimulation and the physiology of response would 
be a complete explanation of human behavior, As a rule, the physiologist 
does not introduce psychological concepts into his sequence. He always 
thinks in terms of physical phenomena. For him there is a series of succes- 
sive activations from stimulus to sense organ to sensory tract to brain cor- 
tex to association area to motor area to efferent tract, terminating in some 
effector adjustment. Such a sequence never includes an idea, or perception, 
or process of imagination or of will; it keeps strictly to the physical aspect 
of the process, Hart, like many advocates of psychoanalytic theory, argues 
that there is also the psychological aspect of the process or chain of proc- 
esses, and that when we are thinking of the psychological aspect we should 
no more include physiological processes in the sequence than we include 
psychological concepts when we are thinking of the physiological sequence. 
Since the physiologist never includes an idea or percept into his sequence, 
the psychologist should always stay on his own side of the fence, Such a 
position is based upon a thoroughgoing parallelism, either monistic or 
dualistic. 

It will be apparent at once that there are many gaps in the psychic se- 
quence, There are longer or shorter interruptions by sleep, which make 
cach period of waking consciousness relatively isolated, Dreams are at least 
to be thought of as still more isolated periods of consciousness, And there 
are many instances of conscious processes appearing in the stream of con- 
sciousness which seem to be totally inexplicable in terms of any of the pre- 
ceding ones. Inspirations, free-rising ideas, “ hunches,” and the like are 
good examples of such apparently uncaused processes. ‘The course of con- 
sciousness seems too seriously interrupted for one to think of it as a con- 
tinuum. But it is those very gaps which Hart argues should be supplied 
with a theory of the unconscious, if one is to stay on his own side of the 
scientific fence and be consistent in his thinking. No physiologist knows 
all the steps or processes which intervene between the stimulus and the 

1 Munsterberg, H., Ribot, T., Janet, P., Jastrow, J., Hart, B., and Prince, M., Sub- 
conscious Phenomena. Boston, R. G. Badger, 1910, ch. 6. 
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visible response, yet he does not hesitate to fill his gaps with theories 
couched in terms of the physiology of adjacent and somewhat similar ac- 
tivities. A good example of this is to be found in the theories of the opera- 
tion of the retina. These are always clearly physiological and chemical. 
Hence, in thinking of the psychological aspect one should, the argument 
tuns, think of it as a continuum and supply the gaps with theory couched 
in terms of the psychic. 


FREUDIAN THEORY OF PERSONALITY 


Freud's earlier scheme of thinking about the human personality, al- 
though today largely abandoned, still has an extensive influence. It assumed 
the existence of a psyche which had three significant aspects or parts, and 
was often termed tripartite in consequence. The psyche was presented as 
composed of that which we know as conscious, or that which was called the 
fore-conscious (then as now occasionally referred to as the pre-conscious), 
and of the unconscious. It will be observed that what many describe as the 
subconscious is here assumed to be differentiated into the fore-conscious 
and the unconscious.* 

The content of the conscious portion of the psyche was assumed to be 
the same as that which is studied in normal general psychology as the 
content of consciousness. The gaps in this as a sequence and some of the 
peculiarities of its content were thought of as explainable in terms of 
the influence upon it of the fore-conscious and the unconscious. The fore- 
conscious was supposed to contain memories that could be voluntarily 
recalled or which could be easily aroused, as well as such incompleted or 
arrested trains of thought as had been temporarily blocked by intrusions 
from the environment. Such trains of thought were not looked upon as in 
any way disagreeable, and were certainly not to be considered as incom- 
patible with the ideals or moral standards of the individual. 

The earlier conception of the unconscious is a little more difficult to 
grasp. It must not be thought of as composed of ideas nor in terms of any 
differentiated form of attentive consciousness, Psychoanalysts often said 
that the “unconscious can only wish.” By that they seem to have meant 
that the unconscious was never ratiocinative, that it was merely a vague 

2 The serious student ought to consult Freud’s own writings. A beginning might be 
made with Freud’s New Introductory Lectures on Psychoanalysis. New York, Norton, 
1933. In addition, he would profit greatly by a study of the scholarly and critical ap- 
praisal of Freudian teaching in the following works: Dalbiez, R., Psychoanalytical 


Method and the Doctrine of Freud. New York, Longmans, Green, 1941, Vols. I and II. 
j Fenichel, O., The Psychoanalytic Theory of Neurosis. New York, Norton, 1945. 
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undifferentiated impulse, push, or drive. It was supposed to resemble what 
has often been thought of as the consciousness of the lower animals or of 
our prehuman ancestors. In fact, it is much easier to grasp this notion of 
the unconscious if one thinks in phylogenetic terms. In his prehuman, and 
perhaps in his very primitively human, forms man is supposed to have 


L 


Ficure 4. Sigmund Freud (1856-1939), founder of the psychoana- 
lytic movement, (Courtesy of the New York Academy of Medicine 
Library.) 


been possessed entirely of a psyche like that of the unconscious portion of 
the psyche of the modern man. With prehuman beings or very primitive 
man there was no thinking, no reasoning, no constructive imagination, 
just the undifferentiated consciousness of intense drives or impulses, of 
rages, hungers, fears, passions. Such a creature did not think and did not 
know that he did not think. Time and generations gradually passed and 
crude forms of thought developed, and with thought came customs and 
some language. 

Primordial customs of this kind marked the emergence of man's first 
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customs on its members. As a result the older, noncognitive impulsiveness 
came to be held in check. This process of differentiation grew with the 
ages and the passing generations until the thought and language life of 
man became highly developed; and with it came a high development of 
standards, rules, and regulations of conduct, all of which checked, sup- 
pressed or repressed the old crude ways and the primitive forms of con- 
sciousness. It is this very deep-lying, impulsive, primitive, psychic life in 
us, buried under a mass of training, which the early psychoanalysts called 
the unconscious. When they said that it could only wish, they meant 
that it could only seek satisfaction of its impulses in a direct and primitive 
fashion. They thought of a wish as being quite different from the clearly 
conscious, well formulated wish described by the students of introspective 
psychology. 

The Censor. All of the repressing tendencies, suppressing features, and 
inhibitions just mentioned, which the race has achieved and which every 
individual is educated or trained into, were summed up by the concept of 
the censor. Sometimes this was referred to as the “ intrapsychic censor.” 
The actual nature of this censor was much debated. Many of the earlier 
authors frankly admitted that they did not yet know what it was, whence 
its energy came, and so on; but they did believe profoundly that there was 
something of the sort functioning within the psyche. It was presented as 
an influence lying between the fore-conscious and the unconscious, and 
as having a marked controlling effect upon all unconscious impulses seek- 
ing conscious expression. A figure of speech used by Freud himself may be 
helpful. He spoke of the effect of that line of demarcation between a 
lighter and a denser medium upon a ray of light passing from the one 
medium to the other. There is, of course, nothing actually at that line of 
demarcation, and yet it has a marked effect upon that which passes or 
seeks to pass through it. In a comparable manner the censor, lying between 
the fore-conscious and the unconscious, was thought to have a distorting 
or transforming, or even at times a completely inhibitory effect upon proc- 
esses seeking to pass through. 

Desires and wishes prevented from becoming conscious by the censor 
were often regarded as capable of distorting themselves by assuming forms 
whose seeming innocence would enable them to escape the censor's detec- 
tion. The metaphor of the censor thus induced the Freudians to think of 
a battle of wits between impulsive and repressing forces. The former were 
endowed with the capacity to disguise themselves like criminals striving to 
elude capture by the police. By implication, these primitive lusts were thus 
conceived of as capable of scheming, anticipating, and working out a plan 
of campaign strategy just as if they were alert members of a criminal gang. 
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As Dalbiez has pointed out, interpretations of this sort are hardly ten- 
able. They are "far too anthropomorphic to command acceptance.” A 
non-anthropomorphic explanation for the disguises involved is offered by 
Dalbiez. He compares impulses to a stream and the censor to a dam. 
When the stream swirls around and over the dam the water conforms to 
the shape of rocks and other obstacles; but we do not hold that the water 
assumes these varying shapes before the obstacles are met. If the dam be 
regarded as a mechanical analogue to the Freudian censor, then it would 
be more accurate to say “ that the disguise is effected by the censor rather 
than in order to avoid the censor.” With reference to this analogy Dalbiez 
writes: * 


The psychic stream comes up against inhibitory forces and flows away down 
the channels of least resistance. This is moreover in perfect agreement with 
Freud’s fundamental dynamism. If we wanted to make a thorough philosophi- 
cal examination of the question, we should say that we have here a case of re- 
ciprocal priority of causes. In a spreading fire, the flames burn as they advance, 
and advance as they burn. So when the wind blows open a window, it enters 
the room as it opens it, and opens it as it enters the room. We are therefore 
led to think that the dream-wish emerges into the field of consciousness as it 
disguises itself, and disguises itself as it emerges. 


Freudian Dynamics. There is thus no need to regard the censor, re- 
pressed wishes and kindred items of Freudian analysis, as self-conscious 
entities. One ought to realize the need to translate all psychoanalytic nouns 
into dynamic terms. They really ought to be verbs and adverbs to do jus- 
tice to Freud's notion of the constant interplay of more or less competing 
mental processes. Unless this is clearly understood, one is easily tricked 
into naive, anthropomorphic misinterpretations of Freudian vocabulary. 

To achieve a better understanding of the psychoanalytic view of men- 
tal life, a consideration of a few concrete examples from the writings of 
psychoanalysts will be of help. Ernest Jones, a distinguished British dis- 
ciple of Freud, reports that he was one day summoned from his study, 
where he was deeply absorbed in some writing. He would have much pre- 
ferred to stay at his writing, but that would have been contrary to his pro- 
fessional ideals, and so he put the desire out of his mind and went to the 
hospital as was his duty. The wish to stay in his study and write was not 
killed; it was still pushing, seeking expression, but it was repressed and 
held down by the censor. On arriving at the hospital he had difficulty in 
opening his office door, and then discovered that he was trying to open 
his office door with his house key. The desire to be at home, although re- 


3 Op. cit., Vol. IL, pp. 153-154. 
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pressed and unable to come directly into consciousness, was still active; 
and, when the hand went thoughtlessly into the pocket for the key, the 
repressed wish influenced the behavior of the fingers forcing the selection 
of a key appropriate to the wish rather than to the physical situation. 

Another example may be taken from Freud. He tells that he had fre- 
quently visited a certain summer resort and always stayed in a certain 
hotel, which he found most satisfactory. One day a friend asked him to 
recommend a hotel in that resort. Upon attempting to do so he found to 
his disgust that he could not for the moment recall the name of this hotel, 
which was really quite familiar to him. He subsequently discovered that 
the name of the hotel was the same as that of a patient who was just then 
causing him a great deal of trouble. The whole complex of circumstances 
concerning the disagreeable patient had been repressed, and of course along 
with it went the name which he desired to use in connection with the 
hotel. 

Thus for the psychoanalyst, the little things of daily life which we 
sometimes think of as trivial take on great significance. Slips of the tongue, 
hand and pen, as well as what we forget are indicative of repressed wishes, 
and only through the discovery of their hidden meanings can the full na- 
ture of the individual and his behavior be understood. In the interpreta- 
tion of the more abnormal disturbances of behavior the same general pro- 
cedure is followed. But before proceeding to the further use of the theory, 
it is necessary first to observe its later modifications. 

Modifications of the Freudian Theory. Freud himself never permitted 
his dynamic approach to mental life to become a tigidly finished system. 
Through the years both he and his disciples introduced changes into the 
system. A few of his disciples eventually developed systems of their own. 
However, for the time being attention must be confined to the more 
strictly Freudian tradition and its subsequent elaboration.‘ In particular, 
it is necessary to become familiar with Freud's relatively early suggestion 
to the effect that a tripartite scheme ought to replace his earlier bipartite 
one. The bipartite division recognized two sets of factors: the conscious 
and the unconscious, with the censor functioning between them. In the 
later tripartite scheme the censor came to be called the superego, the bulk 


* For the earlier scheme see Sigmund Freud's The Interpretation of Dreams. Lon- 
don, Allen and Unwin (3rd ed.), 1927. For the later developments, sce the following 
for an introduction: Freud, S., Beyond the Pleasure Principle. New York, Boni and 
Liveright, 1922. Freud, S., The Ego and the Id. London, Hogarth, 1927. Healy, Wm., 
Bronner, A. F., and Bowers, A. M., The Structure and Meaning of Psychoanalysis. New 
York, Knopf, 1930. For Freud’s very last formulation of the outlines of his system, con- 
sult his unfinished Abriss der Psychoanalyse which was written in 1938. It is to be found 
in Vol. xvii of his Gesammelte Werke, London, Imago Publishing Co., 1941. 


| 


Freudian Theory of Personality 31 


of the conscious factors came to be equated with the concept of the ego, 
and the concept of the id came to include the sum total of unlearned, in- 
stinctive urges hitherto regarded as largely unconscious. These terms are 
now employed so widely in contemporary writings dealing with abnormal 
psychology that their meaning must be grasped if such writings are to be 
understood. 

The Id. As was just pointed out, the term id refers to the group of func- 
tions formerly designated as the unconscious. But this group has been 
much more carefully studied and more features of it are now listed and 
indicated by this term. It refers to all cravings of organic origin. This in- 
cludes the purely sexual craving, of course; but it also includes the other 
organic needs, for food, for elimination, for warmth, and so on. These 
cravings tend toward immediate satisfaction. Delay is irritating, annoying, 
and productive only of more urgent, although blind, efforts at satisfaction. 
Hence they are described as operating according to the pleasure principle. 
Considerations of propriety, decency, and so on do not appear in that 
which is purely of the id. Sometimes that which is primarily sexual in the 
id is referred to as the sex instincts. The plural should be especially noted; 
for orthodox psychoanalysts think of sexuality as involving a number of 
allied urges or cravings. These are products of the way in which some re- 
gions of the body, especially the external mucous surfaces, come to mani- 
fest pleasure-producing sensitivity. Such regions were referred to by Freud 
as erogenous zones. However, he was also of the opinion that these mucous 
surfaces are merely the most prominent of such zones, and that in reality 
the entire body is to be regarded “as such an erogenous zone." * 

The medley of organic cravings comprising the id constitutes the sum 
total of the newborn infant’s motivational equipment. Freud conceived 
of the forces underlying such cravings as drives." ‘These organic drives are 
imperious, amoral, and unlearned. Even in adult life they can still be ex- 
perienced as thirsts, hungers, sex tensions, chokings, feelings of acute fa- 
tigue, and so on. 'l'hese id impulses activate the infant to relate itself to 
the external environment. 

The Ego. Differentiation and development comes as the consequence 
of contact with the outside world. This contact produces perceptions and 
So the ego begins to form out of these perceptual experiences. As the ego 
grows out of that which was originally id and as the id is dynamic, so the 
€go is dynamic. In its earlier stages of development, ego desires are but 
slightly different from those of the id. They are equally impulsive and 
amoral. In contrast with the instincts of the original id, which are primarily 


5 Cf. p. 73 of Freud's Abriss mentioned in the previous footnote. 
€ Ibid., p. 7o. 
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sexual instincts,” these cravings of the ego are frequently designated as the 
ego instincts. As development proceeds, there comes to be more or less op- 
position between the ego and the id, at least of some portions of the ego. 
About the content of the ego conscious reasoning emerges along with in- 
creasing awareness of right and wrong, and of propriety and of decency. 
There is consideration of social demands and obligations, which means 
that for the satisfactions of the ego there must frequently be postpone- 
ment, control and direction. This is contrary to the push toward imme- 
diate satisfaction characteristic of the id, and described above as action ac- 
cording to the pleasure principle. The influence of social pressures and 
ideals forces the ego to become more and more concerned with future 
consequences, and thus to operate according to a very different principle. 
This is termed the reality principle, Ideally there should be sufficient guid- 
ance of the id by the ego to prevent serious conflict between the two, but 
this is not always achieved. Where the conflict becomes too great, be- 
havior disturbances appear which are classified as abnormal. 

The Superego. The Freudian concept of the superego has to do with 
the influence of social tradition on the child’s self-development. Freud 
came to recognize three streams of influence shaping such development. 
‘Two of these, id and superego influences, he attributed to the past: the id 
has to do with the biologically inherited past and the superego with the 
socially inherited past. The ego was thought of as referring to what the 
child experiences directly in terms of immediate stimulation. In this sense 
the ego is exposed to id impulses, superego admonitions, and the reality 
of the external physical world. In other words, a child is born not only 
into a physical world, but also into a social world of custom, convention, 
ethical standards, and folkways. 

As adults coax and force the child to conform to such social dictates, 
its superego comes into being. Notions of right and wrong, decent and 
indecent, and of what is proper and improper take shape as the superego 
develops. Often the child may rebel against the restrictions imposed on 
its impulsiveness by the yoke of culture and civilization. Id impulses and 
superego demands are not always congruent. In fact, they may often con- 
flict in ways that may persist for many years and which become the basis 
for future adjustment difficulties. However, often the child comes to as- 


7 They are sexual only in the very broad sense of eventually leading to the kind of 
pleasure-secking that perpetuates the species. Furthermore, since the organism comes to 
desire repetition of pleasure, Freud later postulated the potential existence of a repeti- 
tion compulsion as a constituent of the id. In addition, a full exposition of his views 
would have to include consideration of the “death wish " (Destruktionstrieb or Todes- 
trieb) as an id impulse. The latter is a nihilistic impulse bound up with the inevitability 
of death and the wish for annihilation presumably prompting many suicidal impulses. 
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similate many of these social standards with a minimum of protest and 
friction. The ideals of the parents are accepted along with the social stand- 
ards prevalent in neighborhood and play groups as obviously appropriate 
and desirable ideals and standards. 

The Ego-ideal. When this kind of assimilation of externally imposed 
social expectations occurs, the implied inevitable antagonism between id 
factors and superego factors tends to be changed into a cooperative ven- 
ture. It is no longer a matter of id versus superego. The child's assimila- 
tion of group standards with respect to clothing styles and table manners 
may be mentioned as convenient illustrations of this. At first he may balk 
at the ritual of dressing or being dressed, just as he may protest against 
rules of ctiquette governing the dining room. Nevertheless, in the course 
of time he comes to accept the minutiae of such practices in unprotesting 
fashion. Nor is this a matter of mere resignation to the inevitable. It is 
more apt to be an emphatic endorsement of the practices. They may be 
incorporated into the individual’s ego-ideal. By the latter term the psycho- 
analyst refers to the individual’s notion of what he would like to be and 
become. The ego-ideal deals with aspirations and personal ambitions. 

In brief, the Freudian view of personality envisages the id factors as 
Somatically determined goads to action, the superego as socially determined 
Standards of action, and the ego as the focus of awareness of such goads 
and standards. Id impulses have traditionally been equated with our ani- 
mal heritage. They are the ones man shares with other mammals. Super- 
ego impulses, on the other hand, are more distinctively human. They have 
reference to what is ordinarily referred to as conscience and also to what 
people sometimes designate as their sense of honor or their self-respect. 
They are products of codes of ethics and of etiquette. In the sense that 
people fight to preserve their honor and struggle to maintain the integrity 
of conscience, superego factors are just as dynamic as id factors are. For 
the Freudian man is essentially a striving or conative being; hence this 
emphasis on the dynamics of impulse and counter-impulse. The ego is the 
focus of this ceaselessly fluctuating struggle of competing impulses. It 
Strives to effect adequate adjustments in terms of the barriers of external 
reality, the imperious persistence of id cravings, and the taboos and sanc- 
tions of superego standards. It is in the course of such striving that the 
earlier adaptations governed by the pleasure principle tend to give way to 


the rule of the reality principle. 
As the ego-ideal develops, these various stresses come to be more and 


More organized in the mentally healthy person. Principles of conduct en- 
able him to dispose of many of his conflicts. This is true to the extent that 
such principles are adopted as integral parts of the ego-ideal. When this 
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happens, conformity to social standards is no longer a matter of expedi- 
ency prompted by the need to avoid punishment, but a matter of mature 
insight into the wisdom of social regulation in the interests of personal and 
group welfare. The amorality of the id is now curbed by the morality of 
the superego. If this occurs without too much friction and in a setting of 
inner security and confidence, the personality is said to be well integrated. 
Such integration is the mark of the mentally healthy individual. 

Without such unification the individual’s ego comes to be the battle- 
ground of warring impulses that make for mental breakdowns. He may 
keep hearing voices accusing him of immorality. These voices are said to 
be of superego origin and indicate an exteriorization of conscience. In this 
way the Freudian approach to personality makes it possible to account for 
such common symptoms of mental breakdown as auditory hallucinations. 

As will be brought out in the next section, this sort of approach to men- 
tal abnormality is sometimes called psychogenic, because it stresses the role 
of psychic conflict in the genesis of mental disease. This emphasis on con- 
flict, on striving, on rival impulses, on conscious and unconscious wishes 
is, in some respects, the most characteristic feature of Freud’s contribu- 
tion to an understanding of the vagaries of mental life. At all events, even 
those who have been very skeptical of the tenability of psychoanalysis as 
a psychological system, have nevertheless often felt obliged to adopt many 
of the Freudian teachings regarding the dynamics of specific symptoms of 
mental pathology. The previously mentioned example of the “accusing 
voices " complained of by some patients is a convenient instance of this 
teaching. This particular manifestation of an auditory hallucination was 
interpreted as an exteriorization or projection of the patient's superego or 
conscience. The very fact that a term like projection is employed to desig- 
nate this process, is but another indication of the dynamic nature of the 
Freudian influence. This influence has colored the picture of mental ab- 
normality as it is envisaged by practically all contemporary psychopatholo- 
gists — Freudians, non-Freudians, and anti-Freudians. This is to say that 
almost all of them recognize the value of the effort to understand the be- 
havior of mentally sick patients and of maladjusted individuals in terms of 
the dynamics of motivation. What has come to be called the psychody- 
namic approach to mental disease might thus be regarded as the major 
contribution made by Sigmund Freud to the field of abnormal psychology. 
Nor is this contribution to be restricted to the latter field, for, as is well 
known, Freudian concepts have transcended this field and their impact has 
been felt by practically all of the social sciences as well as by many of the 
humanities. 
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PHYSIOGENIC AND PSYCHOGENIC EXPLANATIONS 


As we have just seen, Freudian psychodynamics revolves around psy- 
chogenic concepts. 'T'o appreciate what this implies it is necessary to grasp 
the import of an alternative set of concepts often described as physiogenic. 
These two sets of concepts constitute two basic schemes of interpretation, 
and the student of abnormal psychology should become familiar with both 
of them. A given abnormality may, for example, be explained in terms of 
degenerative alteration of brain structure, or it may be explained in terms 
of wrong habits of interpretation and the ensuing emotional arousal. The 
former would be an example of what is known as physiogenic interpreta- 
tion; the latter would be an instance of psychogenic interpretation. Both 
of these must be considered at greater length.* 

Physiogenic Explanations. There are many forms of abnormality of hu- 
man behavior which can be explained with certainty by reference to a de- 
generation of nerve tissue, It may not be possible to make a complete 
demonstration of this degeneration during the life of the patient, although 
sometimes even this can be done: encephalograms made by X-ray photog- 
raphy frequently portray the presence of cortical degeneration or of a brain 
tumor. Often, however, there are degenerative changes which cannot be 
demonstrated except by post-mortem examination. But the student of ab- 
normal phenomena should learn early that there are many abnormalities, 
sometimes very gross, for which no changes of brain structure can be dis- 
covered even at the post-mortem. About these there is much difference of 
opinion. Because of the absence of demonstrable organic alteration, there 
are those who contend that a physiogenic interpretation cannot be utilized; 
others, that failure to find evidence of organic pathology is not decisive, 
since there may be obscure biochemical or submicroscopic changes of 
pathological import. They say that such changes may exist, but in forms 
which are beyond the range of present methods of discovery. 

In addition to brain lesions, those who prefer to think in physiogenic 
terms find many sources of behavior abnormality outside of the brain, Al- 
terations in the structure and functioning of one or more of the ductless 
glands of the body, and even more subtle biochemical changes, are looked 
upon as causes; and, when such causes are not immediately demonstrable, 
theories are constructed in terms of their probable existence. But, at the 


8 For exceptionally useful presentations of the various positions see Bentley, M., 
and Cowdrey, E. V., The Problem of Mental Disorder. New York, McGraw-Hill, 1934, 
section II; and Personality and the Behavior Disorders (J. McV. Hunt, ed.). New York, 
Ronald Press, 1944, Parts IV and V. 
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same time, there are students of psychopathology who contend that these 
glandular and biochemical changes are not causes but consequences. Ob- 
viously, those who prefer to think of these physical conditions as conse- 
quences rather than causes also prefer to think in terms of psychogenic 
rather than physiogenic explanations. 

Psychogenic Explanations. When an abnormality is interpreted in 
terms of its psychogenesis, the assumption is ordinarily implied that the 
cause of the trouble is basically, if not entirely, attributable to maladiust- 
ment, to the appearance of conflicting and unsuitable responses, and espe- 
cially to the cognitive and emotional consequences of this maladjustment, 
A single maladjustment may be recognized and immediately corrected; but 
where it is not corrected, it may be repeated, become habitual and pave the 
way for still more inadequate and conflicting reactions. 

Psychogenic thinking assumes that the body is structurally sound, but 
that it is not operating properly.? The existence of physical abnormalities 
is not denied, but they are viewed as effects rather than causes, A badly 
disturbed digestion, for example, might be looked upon as the consequence 
of the recurrent and excessive arousal of fear, which in turn is thought of 
as a concomitant of the maladjustment. Psychogenic thinking does not, 
however, ignore the possibility of structural defects being the cause of mal- 
adjustment. Blindness, deafness, loss of a limb, knowledge of the posses- 
sion of a weak heart, and the like, may so affect the patient's morale and 
arouse such debilitating emotions as to make such emotions the actual 
center around which the psychogenic process develops. Thus, such struc- 
tural defects are not directly the cause of abnormalities of behavior, as a 
brain tumor or cortical degeneration for example, but are indirect causes 
operating along with psychogenic factors. 

The Psychosomatic Viewpoint. Very often it will be found impossible 
to interpret given examples of behavior abnormality in terms exclusively 
of cither the psychogenic or the physiogenic point of view. Both seem to 
be involved. It is quite possible for a psychogenically determined disturb- 
ance to be the cause of physiological disturbances, which in turn result in 
abnormal behavior. And the converse of this combination is equally true: 
organically caused disturbances may bring about situations to which mal- 
adjustments are made, and then the whole train of a psychogenic symp- 
tom-complex is started. A psychogenically determined abnormality may 
readily develop around am organically determined paralysis, for example. 
In the study of psychopathology these combinations and interrelationships 
are so common that the astute clinician can usually detect some disturb- 


9 A clarifying and detailed discussion of this perplexing issue is to be found in 
McDougall, W., Outline of Abnormal Psychology. New York, Scribner, 1926, pp. 30-56. 
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ance of somatic efficiency in conjunction with what he may regard as fun- 
damentally a psychogenic or functional disorder; similarly, there are few 
cases of serious bodily disease which do not influence the patient's mental 
life. For this reason, neither psychiatrist nor clinical psychologist can af- 
ford to ignore the essentials of general medicine. 

The intimate and reciprocal relationship of these two sets of factors 
has been increasingly emphasized in recent years. Indeed, it has given rise 
to an offshoot of psychiatry known as psychosomatic medicine," which is 
concerned with making the psychiatric outlook an integral part of the 
physician’s professional habits. In terms of such an outlook he is less likely 
to be treating diseases and mote likely to be treating sick people. It is an 
attitude of this kind which marks an important difference between a vet- 
erinarian’s approach to his animal patients, and the physician’s approach 
to his human patients. 

Before dismissing this topic, it might be well to enlarge upon its im- 
plications for medical students studying abnormal psychology for the pur- 
pose of learning about the role of psychogenic factors in the production of 
disease symptoms. The introduction of a term like psychosomatic medicine 
may actually hinder rather than facilitate the accomplishment of this pur- 
pose. Liddy '* has concerned himself with this issue, as the following quo- 
tation shows: '* 


In abnormal psychology the customary text-book distinction between or- 
ganic and functional mental diseases meets generally with student approval. 
But unless proper guidance is given, most students will fail to appreciate the 
teal nature of the distinction between organic or physiogenic disorders on the 
one hand, and functional or psychogenic disorders on the other. They cling to 
the view that psychogenic disorders derive from something that is quite inde- 
pendent of the body. We still have to combat the notion that the mind and 
the body are separate and distinct and that psychology deals only with the 
former. It is, I think, a reflection upon us psychologists that this faulty view 


10 The literature pertaining to psychosomatic medicine has become yery extensive. 
For preliminary orientation the following references will prove helpful: (1) ‘The journal 
called Psychosomatic Medicine. (2) Dunbar, H. F., Emotions and Bodily Changes (2nd 
ed.). New York, Columbia Univ. Press, 1939. (3) Dunbar, H. F., Psychosomatic Diag- 
nosis. New York, P. B. Hoeber, 1943. (4) Hunt, J. McV. (ed.), Personality and the 
Behavior Disorders. New York, Ronald Press, 1944, pP. 269-305. (5) Weiss, E., and 
English, O. S., Psychosomatic Medicine. Philadelphia, Saunders, 1943. 

For a criticism of psychosomatic medicine sce Norman Cameron’s article in the 
following symposium: Psychiatry and the War (F. J. Sladen, ed.). Springfield, Charles C. 
Thomas, 1943, pp. 1112117. 

11 Liddy, R. B., “ Why students fail in psychology.” Bull. Canadian psychol. Ass., 
VI, 1946, 68-78. 

12 Ibid., pp. 72-73. 
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still is prevalent even among many in such a profession as medicine. The rela- 
tively recent invention by medical writers of the term, psychosomatic, is evi- 
dence that the nature of the subject matter of psychology is still misunder- 
stood. Psychosomatic medicine is nothing other than the psychological approach 
to disease, It is psychological medicine. If we as psychologists had made sufh- 
ciently clear the nature of our subject matter, there would have been no neces- 
sity to introduce the new term psychosomatic. The expression, psychological 
medicine, would have served psychiatry quite as well as psychosomatic medicine, 

I am not suggesting that we should undertake to try to change psychiatric 
terminology in this regard. Not at all. We have much more serious work to do. 
Whether the word, psychosomatic, psychobiological, or psychological, is used 
is relatively unimportant. But, if we are going to continue to employ the word 
psychology and its derivatives, what is important is this: (a) we must see to it 
that the faulty meanings that have gathered about the term are removed, 
(b) we must give the word a factual content, and (c) we must be consistent in 
its use. "That is part of our job, and it is a very important part. The popular, 
facile separation of mind from body is an unhappy legacy from the philosophi- 
cal dualism of Descartes. We must resolve that dualism and do it in such a 
way as to make clear the causal interdependence of physiological and conscious 
activities. 


STATIC VERSUS DYNAMIC ADAPTATIONS 


One of the chief ways in which Freudian concepts have influenced psy- 
chology in general and psychopathology in particular is apparent in the 
modern emphasis upon the role of motivation. A dynamic, explanatory 
approach has tended to replace the older static, descriptive approach." 
As a result of this shift of emphasis, the contrast between the two ap- 
proaches has become increasingly clear. Although both of them tend to 
stress the adaptive nature of behavior, they differ in their ideas of the 
process of adaptation. 

Fromm's Analysis. ‘This differentiation has been brought out by Erich 
Fromm ** in his discussion of the distinction between static adaptation on 
the one hand and dynamic adaptation on the other. The former refers to 
behavior modifications that leave the individual's character, his views, or 
his system of personal values relatively uninfluenced. They are modifica- 
tions of habit rather than changes in outlook. Fromm illustrated the na- 
ture of static adaptation by referring to the way in which a Chinese per- 

18 Achieving a distinction between description and explanation is both important 
and difficult. For a helpful analysis of the problem consult the following: Miller, D. L., 


“The meaning of explanation,” Psychol. Rev., 1946, 53, 241-246. 
14 Fromm, E., Escape from Freedom. New York, Rinehart, 1941, pp. 15-16. 
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son coming to live in America will learn to manipulate knife and fork and 
not persist in his older habit of manipulating chopsticks. But this new 
learning is not calculated to transform the Chinaman's philosophy, or to 
endow him with new traits. It is the kind of learning or adaptation which 
takes place when a golfer changes his grip, or when a housewife learns to 
substitute a vacuum cleaner for a carpet sweeper. 

Dynamic adaptation is different, as will appear when we consider 
Fromm's example of such an adaptation. He cites the case of a boy who 
is forced to obey the commands of a tyrannical father, and who conforms 
outwardly but rebels inwardly. Such outward adaptation does something 
to the boy. He has to keep his rebellious hostility bottled up within him- 
self; he dare not make it manifest to his father; sometimes he might not 
even dare to acknowledge its existence to himself. Nevertheless, it may 
come to have rather momentous consequences for him in the way of arous- 
ing anxiety, in coloring, his attitude toward authority, and in making him 
a cowed or an irritable, or even an overaggressive personality. His re- 
pressed belligerence, in other words, becomes an important factor in his 
inner life — a dynamic factor that makes him a different person. 

Mechanisms Contrasted with Dynamisms. This distinction between 
static and dynamic adaptation has also been analyzed by Saul Rosenzweig 
in connection with his discussion of the concept of habit mechanism as 
opposed to the concept of motivational dynamism.^ When a school psy- 
chologist helps a child to learn to read more rapidly by reducing the num- 
ber of fixation pauses, he is modifying the child's reading habits. ‘This can 
be accomplished without any probing into the child's secret fears or hates. 
It is a mere change in the mechanics of reading. However, not all cases of 
reading disability can be cured by improved habit mechanisms. Sometimes 
à youngster's difficulty may be bound up with the conviction that he is 
too stupid to learn to read efficiently. This conviction may have origi- 
nated in some humiliating classroom experience years before, or in the 
perfectionist standards of an overambitious parent. At all events, the 
youngster's attitude toward himself and toward attainable reading goals 
will have to be changed before marked improvement occurs. The result- 
ing change will not be a mere change in habit mechanism, but will rather 
be a product of transformed beliefs, attitudes, or convictions, as the psy- 
chologist succeeds in probing into the youngster's inner life by winning his 
confidence and getting him to reveal the motivational source of his reading 
difficulties, 

In this sense changes in habit mechanism may be regarded as periph- 


?5 Rosenzweig, S., * A dynamic interpretation of psychotherapy oriented towards 
Tesearch," Psychiatry, 1938, 1, 521-526. 
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eral changes, while changes in motivational dynamism are to be regarded 
as more central. The latter changes, in other words, involve the dynamics 
of self-evaluation. As will become increasingly clear in succeeding chapters, 
a vast portion of abnormal behavior is bound up with such an evaluation. 
This is especially true of the functional disturbances, which are maladap- 
tive efforts to maintain the security and integrity of the self, or else the 
consequences of such efforts. In both the mentally healthy and the men- 
tally sick one finds the need to feel secure and the need to maintain sclf- 
respect and self-esteem. When such needs are operative, desperate meas- 
ures are sometimes taken to gratify them. What people ordinarily refer to 
as a matter of honor, as a reflection on their reputations, or as a threat to 
their rights are all manifestations of these needs. They are bound up with 
our innermost sensitivities. That is why motivational dynamisms may be 
called central. 

The dynamic import of such needs is revealed by the readiness with 
which people will put up a fight when they feel insulted or when the in- 
tegrity of the ego is threatened. The fighting is not always of a direct kind 
involving physical blows, or recourse to knives and pistols. It may be of 
the indirect kind in which hates, resentments, and jealousies, humiliations, 
or guilt feelings cause the victim to brood, to blame others for his diffi- 
culties, to strive in various ways to free himself from censure, or to rid him- 
self of the fear of failure or the fear of losing the love or respect of those 
to whom he is emotionally attached. By such striving the wounded ego 
fights to defend itself; hence motivational dynamisms are to be thought of 
as defensive measures. More and more dynamisms of this kind have been 
brought to light in the last forty years. They used to be called defense 
mechanisms; but it is better to call them dynamisms, in order to empha- 
size the push of the motives behind them and the pull of the goals ahead 
of them. It is important for the student of abnormal psychology to be- 
come familiar with the more common dynamisms, if he is to understand 
the literature of his subject, and they will be discussed in moderate detail 
in the next chapter. But before turning to this task, it is necessary to ex- 
plain the concept of complexes, for this concept is closely related to the 
concept of motivational dynamisms. 


THE NATURE OF COMPLEXES 


An examination of the inner life of many of Freud’s patients convinced 
him that their troubles were due to some warping of central motives, and 
that this warping had become fairly elaborately organized. The resulting 
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network or pattern of feelings, ideas, and wishes came to be called a com- 
plex. Popular psychology has taken over this notion in the term inferiority 
complex. Even people who have never studied psychology are apt to talk 
glibly about sex complexes or about having a “ complex on the subject of ” 
cancer or money or communism or religion, and so on. From the connota- 
tion it is clear that they mean these references to describe the abnormally 
important role such subjects have come to play in the lives of the people 
concerned. This is by no means an incorrect interpretation. But the more 
technical implications of the concept of a complex are not always evident 
to them. In fact, there has been considerable debate among mental spe- 
cialists regarding these technicalities, so that the popular usage is often too 
vague and superficial to meet technical requirements. 

Freud and his orthodox disciples tended to regard most complexes as 
essentially unconscious. They thought of them as having been kept from 
becoming conscious because the desires implicit in them clashed with the 
standards of the ego-ideal. Nevertheless, the unconscious complex was pre- 
sumed to continue to affect the ideation and behavior of the patient. This 
aspect of the concept is reflected in the following oft-quoted formulation 
by Frink, one of Freud's early disciples in America: “A system of con- 
nected ideas, having a strong emotional tone and displaying a tendency 
to produce or influence conscious thought and action in a definite and pre- 
destined direction, is called a complex.” *° 

Definitions as given by other writers stress more explicitly than does 
Frink that the functioning of the system of effectively toned ideas is un- 
conscious." In his definition it appears more by implication in the state- 
ment about its producing and influencing the course of thought and action. 

The student trained in general psychology often has trouble in accept- 
ing such notions. It is difficult for him to think of ideas and emotions as 
being unconscious; but it is apparently not so difficult for those who have 
been trained only in psychoanalytic ways of thinking. 

Complexes as Determining Tendencies. Strange as these psychoana- 
lytic ways may at first appear, the difficulty may lie more in the definition 
of the concept than in the behavior which has led to the assumption of 
the existence of complexes. The student of general psychology may recall 
that chapters on memory usually present the fact that our experiences tend 
to form groups or constellations of related ideas. Our experiences with Eng- 
‘lish literature may, for example, be highly scattered, and yet they become 


16 Frink, H. W., “ What is a complex? " J. Amer. med. Ass., 1914, 62, 897-900. 

7 See for example W. A. White’s Mechanisms of Character Formation, New York, 
Macmillan, 1916, pp. 38-39, and A. A. Brill’s Psychoanalysis (3rd ed.). W. B. Saunders 
Co., 1922, Pp. 203 and 451. 
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associated with other constellations of experience effects. Interspersed with 
the school experiences in English, physics and the rest, there may have 
been many experiences with a certain girl for whom, as a consequence, 
the adolescent may come to entertain the worshipful ardor associated with 
puppy love. These experiences, like the literature, physics and the others, 
thus fall into their own constellation. And each constellation has its own 
characteristic emotional accompaniment, observable whenever some fea- 
ture of its associated experiences becomes the object of awareness. In- 
stances of such emotional aspects might be love for the girl, delight in lit- 
erature, or a dislike for physics. 

‘The psychoanalytic notion of a complex, it should consequently be 
clear, incorporates one familiar finding of general psychology: namely, that 
experiences become organized as part of the memory process.'? Another 
such finding implicit in this notion is that of a determining tendency. It ` 
will be recalled that the members of the Wiirzburg School demonstrated 
that conscious attitudes, mental sets, and purposes rapidly establish deter- 
mining tendencies which continue to function quite apart from conscious- 
ness. Sometimes we are aware that our responses to given situations are in- 
fluenced by these remnants of former experience, but frequently we are not. 

With these two items from general psychology in mind it is possible to 
bring out the meaning of the term complex in the familiar language of tra- 
ditional, scientific psychology. It can thus be viewed as a constellation of 
determining tendencies, established by a series of emotional experiences 
with some object or some concept, which may affect any and all kinds of 
human response. 

Healthy and Morbid Complexes. So considered, it must be obvious , 
that complexes are part of the everyday experience of people, and not nec- 
essarily a matter for the specialist in abnormal psychology. Many so accept 
the term. But there are those who contend that the term complex should 
be reserved for the designation of those constellations of determining tend- 
encies that are so disturbing as to be called abnormal. Putting it yet an- 
other way, they might say that the term complex should be used only 
when describing that which lies in the background of behavior recognized 
to be abnormal. For this argument, however, there is little justification. 
The term complex apparently refers to psychoneural events just antecedent 
to those which are immediately observable in human behavior. As such, it 
can be used in the interpretation of abnormal and also of normal behavior. 
The terms sensation, perception, and idea are used regardless of whether 
or not they are to designate something normal or something abnormal. 


18 Katona, G., Organizing and Memorizing. New York, Columbia Uniy. Press, 
1940. 
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It is even conceivable that behavior might be abnormal and yet be pro- 
duced by a complex which is functioning quite normally. For example, an 
ignorant and illiterate mother, hearing that cod-liver oil is good for a baby, 
might bathe her baby in a tub of oil. This would constitute abnormal be- 
havior, but it would be prompted by a normal complex: a mother's love 
for her child. 

Complexes should be regarded as morbid either because of the nature 
of their content, or because of the way in which they function. When a 
complex is heavily loaded with the influences from thoughts of incapacity, 
social incompetence, social undesirability and the like, then, even though 
functioning quite normally, it would stir inferiority feelings so frequently 
and so intensely as to be a serious menace to the actual achievement and 
efficiency of the individual. In such an instance the behavior is abnormal 
because of the self-deprecatory content of the complex. It can be properly 
termed a morbid complex. There are also instances of complexes whose 
content is not even partially amenable to voluntary recall. In other words, 
they reveal amnesia for the content of the complex. This is not character- 
istic of behavior related to a complex which is functioning normally. The 
result may be marked disturbances of behavior. There is ample evidence 
that in such cases the complex continues to respond to stimulation, but it 
cannot be voluntarily brought out directly into that form of response com- 
monly designated as conscious. Suppose, for example, that a person who 
was interested in firearms and knew much about them, who obviously had 
a firearms complex, should be discovered to have lost all interest in the 
Subject and be unable to recall anything he had ever known about them. 
Let it be further supposed that, following the development of this am- 
nesia, a marked fear or phobia of all shooting equipment shows up. Under 
Such circumstances one would be justified in maintaining that the firearms 
complex was functioning abnormally. Because of this abnormal function- 
ing it would now be classed as a morbid complex. Incidentally, it should be 
understood that very often a complex is morbid both in content as well as 
in mode of functioning. 

How a Complex Develops. The formation or development of a com- 
plex appears to be about the same for both the healthy and the morbid 
Ones. Cognitive processes in the form of perception and ideation are, of 
course, involved in such development. However, the thinking must be 
largely in the form of imagination. Some reasoning no doubt enters into 
it, but chiefly in the incomplete form of fantasy thinking or day-dreaming. 
It is commonly supposed that fantasy thinking contributes largely to the 
content of complexes, especially of morbid complexes. Impulses to actions 
Which are in conflict with the ego-ideal are blocked and to a greater or 
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lesser extent repressed. But the repressed impulses often do not submit 
and die out. They reach consciousness in the form of day-dreaming, and 
through the day-dreaming more content is contributed to the complex. 
There is some evidence of a kind of thinking which is better described as 
meditative. It resembles a morbidly introspective meditation upon one’s 
own faults, troubles or deficiencies. Obviously, the fantasy thinking and 
meditation supply meaning for subsequent perceptions, and, as a conse- 
quence, the world gradually comes to be perceived in a distorted manner. 

Many psychoanalysts have believed that the formation of certain com- 
plexes is determined intrinsically, that every individual inherits tendencies 
which unconsciously govern and force the development of some of our 
complexes. They considered it possible for the total process of complex- 
formation under such circumstances to be entirely unconscious. Early in 
the history of psychoanalysis the Electra and Oedipus complexes +° were 
usually regarded as examples of such formations inherent in the uncon- 
scious. 

The mistake should not be made of assuming that all impulses which 
are in conflict with our ideals end in the formation of complexes. Far 
from it. Many of them gradually subside and eventually disappear en- 
tirely. Others which we do not like or are a bit ashamed of, may linger 
with us. We might like to forget, but this is not easy. We protect our- 
selves from such disagreeable memories by active preoccupation with other 
things. In the course of time, much of the disagreeableness is removed by 
the changes in interpretation that come through accumulation of experi- 
ence. We come to see things in a different light. Old experiences which 
once troubled us and which we even tried to forget take on a new mean- 
ing and eventually become but harmless episodes, if not actually amusing 
events, of our more youthful past. 

Psychoanalytic and other studies present morbid complexes as develop- 
ing about certain drives, or instincts, or basic motivations of life. These 
may be itemized as follows: (1) the seeking for sexual satisfaction; (2) the 
urge or drive for the maintenance of a feeling of security, of peace or com- 
fort; (3) the desire for power or superiority. The literature on abnormal 
phenomena often refers to these as the sex instinct, the instinct for self- 
preservation, and the instinct for or the will to power; but it is undoubt- 
edly better to think of them not with reference to their past, as the word 
instinct implies, but with reference to their dynamic trend. It is also wise 
to avoid the term instinct, because it has been so badly abused.2° 


19 See pp. 65-66. 
20 Freud himself did not employ the term “instinct” as frequently as English 
translators of his works lead one to believe. The German word Trieb, Freud’s preferred 
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Are All Complexes Sexual? It has been further argued that the sex 
drive is basic and that all other drives may be regarded either as its deriva- 
tives or adjuvants. However, with respect to drives, conceived of as biologi- 
cally determined segmental tensions, we might well question whether any 
one of them can be regarded as more basic than another. The thirsty ani- 
mal — one that is severely dehydrated — craves water just as the sexually 
aroused animal lusts for sex gratification. The tensions in question might 
well be equally imperious under given circumstances of provocation. Simi- 
larly, the starving man will regard food as his supreme value. A choking 
man will regard air as most important, while the victim of severe burns 
will think of freedom from pain as basic. In the light of such considera- 
tions it really seems somewhat fatuous to ask which of the various biologi- 
cal drives is basic to the others. Any one of them may give rise to a com- 
plex, and that is all that need be recognized in the present context. 

It should thus be clear that not all complexes are sex complexes. Peo- 
ple who have actually faced starvation may develop a complex with respect 
to food. Analogously, those who have suffered the loss of a beloved rela- 
tive in a fire may come to be fanatics with respect to avoiding fire hazards. 
Such fanaticism might be called a fire complex. If such a complex develops, 
there is no need to assume that of necessity some obscure sex frustration 
must also be involved, even though such an involvement may serve to com- 
plicate an isolated case of this sort of complex.** 

Of course, complication of motives is by no means rare in human be- 
havior and multiplicity of motives by no means uncommon. ‘There is little 
justification for the belief that behind each human act there must be but 
a single motive, often referred to as the real motive, the others being re- 
garded as excuses. Although it is true that this is often the case, yet it is 
also true that, as complexes develop, more and more motives may come to 
be involved, and there is danger of oversimplification if all contributory 
motives be overlooked as devoid of genuine motivational efficacy. An 
elaboration of these aspects of the theory of complex-formation will emerge 
from a more extended discussion of various motivational dynamisms to be 


taken up in the next chapter. 


designation, actually has a different connotation from the English word “ instinct.” It is 
More akin to the concept of “drive” as employed in technical psychology. (Cf. the 
chapter on Trieblehre in Freud’s Abriss der Psychoanalyse, Vol. XVII, Gesammelte 
Werke. London, Imago Publishing Co., 1941, pp. 70-73.) As Fenichel put it: “This 
incorrect equating of instinct and Trieb has created serious misunderstandings.” (Cf. 
Fenichel, O., The Psychoanalytic Theory of Neurosis. New York, Norton, 1945, p. 12.) 
21 The particular form of the fire complex known as pyromania is not infrequently 
linked up with factors of sex. Cf. Fenichel, O., op. cit, pp. 371-372 and Yarnell, T1., 
Firesetting in children." Amer. J. Orthopsychiat., 1940, 10, 27 


3. The Self and Its Dynamisms 


Ar THE CLOSE of the last chapter we mentioned the complexities of mo- 
tivation, and pointed out that human conduct is often the product of 
numerous motives operating conjointly. Popular psychology tends to over- 
look this possibility. In considering news of a crime, for example, people 
tend to ask, “ What was the motive?” whereas they often ought to ask, 
“What were the motives?” An issue of this kind is especially important 
for an appreciation of the psychodynamics of abnormal behavior. The dis- 
ordered human mind often comes to have distortions involving a wide 
array of motives, so that an understanding of the consequent maladjust- 
ments calls for more than a casual reference to a sex complex or an in- 
feriority complex. Fear, pride, sex, and prestige are all likely to be involved 
in a given problem of abnormal behavior, because of the medley of factors 
which influence the emergence of the concept of selfhood. This applies 
with particlular emphasis to that phase of the concept already referred to 
as the ego-ideal. 


MOTIVATION AND THE EGO-IDEAL 


Unlike animals, human beings come to have their id impulses modified 
by standards of conduct prevalent in the society of which they are mem- 
bers. This has already been explained in connection with the discussion of 
the superego. Parental sanctions and prohibitions are assimilated by the 
young child just as it assimilates food. In this way notions of right and 
wrong influence the youngster's actions. Thus, as was pointed out in the 
previous chapter, the superego may be regarded as the Freudian equiva- 
lent of what is ordinarily called one’s conscience. With increasing maturity 
the superego tends to become a more and more intimate portion of the 
individual's own acceptance of himself: 


1 [n some respects the term superego is misleading. If taken literally, it suggests 
a separate self over and above the ego. Actually, it is the product of elaboration and ex- 
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The threat of violating a superego taboo is calculated to arouse anxiety. 
And anxiety is of crucial importance for the student of abnormal psy- 
chology. In fact, tracing the ramifications of anxiety constitutes a large 
part of the professional work of those specialists who devote themselves 
to the care of the mentally sick. However, what is of more immediate in- 
terest is the fact that, in terms of its origin, the kind of anxiety considered 
here is an outgrowth of the young child’s fear of losing parental approval. 
In almost a literal sense the child comes to hunger for affection. This affect 
hunger, as it has been termed, is also bound up with this early need for 
parental approval. Within certain limits the child learns to curb its id im- 
pulses in order to satisfy this hunger for parental acceptance and affection. 
What is more, parents sometimes resort to threats of loss of such emo- 
tional support in order to cajole a recalcitrant child into conformity with 
social standards. Threats of this kind may have a more devastating effect 
on some children than threats of corporal punishment. 

The Need for Security. Appreciation of the value of emotional secu- 
rity thus gradually develops out of such early anxieties, fears, and threats. 
Although it was stated earlier that it is fatuous to regard any one biological 
drive as “ more basic” than the others, it may nevertheless involve no 
contradiction to state that this need for emotional security is basic. In 
some respects it embraces all of the child’s needs for bodily gratification. 
The relatively long period of infancy makes the baby almost completely 
dependent upon parental intervention for the gratification of its bodily 
desires, Being fed, being kept warm and dry, being kept safe from insect 
bites, being rocked and played with, and being given a comfortable crib 
in which to sleep, all constitute ways in which a mother caters to the 
child’s needs, Her nearness and solicitude stand for safety, protection, and 
comfort. Her absence, neglect, indifference, or harshness may, on the other 
hand, come to symbolize danger, distress, and desolation. 

It should be obvious that out of these early mother-child relationships 
there develop the foundations for either emotional stability or instabil- 
ity, depending upon the adequacy or inadequacy of these relationships. 
Whether one regards the world as a safe place, its inhabitants as kind and 
friendly, and the future as bright and encouraging, may in part be con- 
tingent upon these early relationships. In brief, they give a slant to man’s 
philosophy of life and to his emotional attitudes toward people. They 


—__ 
tension of the ego. An amoral, untutored infant learns the folkways of his people and 
becomes a believer in and advocate of such folkways. Learning of this kind transforms 
the ego into a superego. The ego is thus the equivalent of an unsocialized self, while the 
superego is the equivalent of a socialized self. 

2 Levy, D. M., “ Primary affect hunger." Amer. J. Psychiatry, 1937, 94, 643-652. 
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condition self-confidence or self-distrust and other basic attitudes toward 
self and human nature. 

Because anxiety is aroused when emotional security is threatened, the 
student of abnormal psychology must familiarize himself with the impli- 
cations of such feelings of security, The ramifications of anxiety can be- 
come so widespread as to make for mental illness, This fact is responsible 
for the increasing importance which is being attached to studies of anxi- 
ety and its development in a setting of insecurity, On the other hand, such 
studies have also demonstrated that when the setting is one of security, 
pathological anxiety is not likely to become a characteristic feature of the 
personality, Emotional security is thus basic to mental health. 

‘The Insecurity Syndrome. Maslow * has contributed an informative 
analysis of the nature of insecurity feelings. He suggested that these fecl- 
ings tend to result in a constellation of interrelated psychological events 
that justifies us in referring to an insecurity syndrome. The word “ syn- 
drome” is familiar to medical students as the designation for the sum 
total of symptoms characteristic of a given disease. Used in the present 
context it refers to the totality of symptoms associated with chronic inse- 
curity. This application of the concept of a syndrome consequently has 
much in common with the notion of a psychological complex, In terms of 
this overlap we may think of the insecurity syndrome as referring to the 
signs of an insecurity complex. 

Before introducing the results of Maslow's analysis, it might be well 
to call attention to a word of warning he urges upon the student. The 
common tendency to catalogue people into personality types might read- 
ily tempt the reader to think of secure and insecure types of people. Set- 
ting up a dichotomy of this sort is not quite what Maslow intends. He 
urges recognition of the fact that a person can be both secure and inse- 
cure, as exemplified by the athlete, who feels at home on the gridiron and 
awkwardly ill at case on the lecture platform. Furthermore, Maslow indi- 


* The experimental and clinical evidence upon which these insights are based is 
scattered through many books and articles. Representative accounts can be found in the 
following: Mead, M., Sex and Temperament in Three Primitive Societies, New York, 
Morrow, 1935. English, O. S., and Pearson, G. H. J, Emotional Problems of Living. 
New York, Norton, 1945. Ribble, M. A., “ Infantile experience in relation to personality 
development.” Chap, 20 in Personality and the Behavior Disorders (J. McV. Hunt, ed.). 
New York, Ronald Press, 1944. Symonds, P. M., The Psychology of Parent-Child Re- 
lationships. New York, Appleton Century-Crofts, 1939. Hoch, P. H., and Zubin, J.. 
Anxiety, New York, Frune & Stratton, 1950. 

* Maslow, A. H., "The dynamics of securityinsecurity," Character and Person- 
ality, 1942, 10, 331-34- 

Maslow, A. H., Bisch, E, Stein, M., and Honigmann, L, “A clinically derived 
test for measuring psychological security insecurity,” [. gen. Psychol., 1945. 33. 21741. 
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cates that it is incorrect to suggest that the gamut of changes involved in 
the security-insecurity concept constitutes a continuum of change. In his 
article in Character and Personality he elaborates this point as follows: * 


‘The truth of the matter is that while there is only one kind of security, 
there are many kinds of insecurity. These types of insecurity have a good deal in 
common it is true, but they are also in certain respects different from one an- 
other. One insecure individual may solve his problems gencrally by withdraw- 
ing, another by overaggressiveness, another by ingratiation, etc. If we had to 
express these graphically by drawing a picture, we should not use a straight line, 
but rather a figure like a tree, that is a straight line with branches at the 
other end, 


Maslow's “ tree” of insecurity has many branches, He lists fourteen 
ramifications of the insecurity syndrome. There is much overlap and inter- 
twining, because in the psychodynamics of this syndrome causes become 
effects and effects become causes. Why this should be the case is clear as 
soon as we inspect the specific items in Maslow's list. He finds that inse- 
curity is associated with feelings of rejection or not being liked, and of 
being despised and coldly treated. There are also feclings of " not belong. 
ing,” of being out of it, of isolation and ostracism. In addition, the in- 
secure person's attitude toward life in general is one of alarm; for he per- 
ceives his world “as a jungle in which every man's hand is against every 
other's, in which one eats or is caten." Correlated with this is the tendency 
to regard other people “as essentially bad,” as inimical, and antagonistic, 

Such feelings of potential or actual threat or menacing danger are the 
hallmarks of anxiety. They bring suspiciousness, impulses of hostility, and 
feclings of jealousy and hatred in their train, Feelings of jealousy and hatred 
are apt to provoke feelings of guilt. Guilt-feclings, in turn, undermine the 
victim's self-esteem, so that he thinks of himself as unworthy, unloved, and 
unloveable as he broods over the events supposedly responsible for his dis- 
tupted morale, Such, in brief, is the nature of the insecurity syndrome. 
Since it has such a devastating effect on self-esteem, we shall consider the 
implications of this concept at this point. 

What Self-esteem Implies. Affect hunger in its beginnings probably 
means little more than a craving for safety, comfort, and a gratification 
of organic tensions. Some have equated this craving with a longing for the 
security surrounding a child in its mother's womb, where all needs are au- 
tomatically satisfied in almost instantancous fashion and with no effort 
on the part of the unborn baby. A notion of this kind must be viewed 


* Ibid., footnote 3. pp. 333-334- 
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as the conceptualization of an imaginary ideal, rather than as the self- 
conscious wish of the very young baby. But the baby does learn that his 
safety and security are dependent on his mother’s care. Having her care 
for him thus becomes a crucial need, both literally and figuratively. It is 
no psychological accident that common speech uses the phrase “ caring 
for” both in the sense of “attending to the needs of” and in the sense 
of “liking or being devoted to.” What the infant’s affect hunger is di- 
rected upon is this twofold longing for physical care and devotion. Im- 
personally efficient handling is not enough to guarantee gratification of 
this hunger. The handling must be of the intimately personal kind asso- 
ciated with the idea of being mothered, cuddled, or loved. Without such 
devotion the youngster comes to feel unwanted or rejected, and this sets 
the psychological stage for the appearance of anxiety. 

As the child grows older, he also learns that his parents become more 
devoted to him as he succeeds in living up to their expectations. As has 
been mentioned, conduct in conformity with parental standards becomes 
an important issue in his life. Serious and persistent deviation from such 
standards arouses stern or horrified parental disapproval. Such disapproval 
signifies the threatened loss of parental devotion and this, of course, means 
the arousal of anxiety. To ward off such incipient anxiety the child has to 
learn to behave in accordance with parental precepts. In this way he comes 
to adopt the customs and the routine ethical beliefs of his people. In 
Freudian terms, the child’s superego constitutes an introjection or assimi- 
lation of parental teachings as the ego develops. But there is no need to 
explain this aspect of the development of the self again; it is mentioned 
merely by way of a reminder of the fact that in the process of socialized 
learning the child comes to assimilate parental ideals as his ideals. What 
parents and parent surrogates at first expected of him, he eventually tends 
to expect of himself. Failure to live up to these assimilated standards that 
are not part and parcel of his ego-ideal means loss of self-esteem. 

Integrity of self-esteem will thus be contingent upon one’s personal 
goals and successful striving toward their attainment. In terms of the self- 
esteem of a mature adult a fusion of two sets of such goals can usually be 
detected. 

One set has to do with assimilated ethico-religious attitudes, or those 
beliefs associated with being morally excellent or free from sin or im- 
morality. They are outgrowths of parental teachings having to do with 
“ being good,” products of what the ordinary man regards as his conscience. 
Awareness of failure to live up to the demands of such standards usually 
is accompanied by feelings of guilt, and such feelings are incompatible 
with healthy self-esteem. In other words, much abnormal behavior is a 
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result of conscious or unconscious guilt. It is, consequently, important for 
the abnormal psychologist to familiarize himself with this phase of the 
sentiment of self-esteem, In the interests of descriptive convenience this 
phase may be called self-respect. It is intimately related to what some peo- 
ple refer to as their sense of honor. It also involves what is often desig- 
nated as a sense of duty or a sense of responsibility. The chief point to 
realize is that for most people the need to keep their self-respect intact is 
of vital importance for their mental well-being. Damaged self-respect 
means feelings of guilt, self-condemnation, dejection, feelings of unworthi- 
ness, and kindred features of the insecurity syndrome. 

The second set of goals involved in the sentiment of self-esteem has to 
do with strivings for status and prestige. The child is taught not only to 
be good, but also to make good. Out of the latter teachings there develop 
ambitions to be outstanding, to win promotions, to rise in the world, to 
win honors, to get rich, to become famous, to distinguish himself in some 

ay. This lust for status is too common to. require extensive elaboration. 
It is of coordinate importance with the hunger for self-respect, and may be 
called the need for status. Failure to satisfy this need dooms the victim to 
feelings of inferiority and humiliation. He is apt to think of himself as 
being looked down upon by others. Wounded pride, the hurt of being 
scorned, or the agony of being treated with contemptuous indifference are 
all products of frustrated status needs. In their efforts to cope with such 
frustrations people often go to abnormal: extremes. Hence the importance 
of this phase of the self-esteem sentiment for the abnormal psychologist. 

Reconciling Freud and Adler. Frustration of the demands of self- 
respect is apt to engender feelings of guilt. Succumbing to moral tempta- 
tion or violating one’s code of ethics, as everybody knows, are occasions 
for remorse, shame, hang-dog looks, and sometimes even loss of appetite 
and insomnia. In cases of extremely acute feelings of guilt the victim in 
a very literal sense “feels sick in mind and body,” as he is likely to 
phrase it. 

Guilt feelings are particularly frequent accompaniments of moral lapses 
from conventional codes of sex ethics. In fact, for many people the very 
word immorality is a synonym for sex misconduct. This implies that living 
up to standards of such codes constitutes a strenuous and persistent strug- 
gle for them. They are constantly exposed to the threat of being “ sick 
in mind and body " in case guilt feelings should overwhelm them. Freud's 
approach to the problem of mental illness served to bring the significance 
of this kind of moral struggle out into the open. What many have re- 
garded as his overemphasis on the subject of sex can be viewed as an over- 
emphasis on the subject of self-respect as well. This is another way of say- 
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ing that what Freud was emphasizing was not merely the imperiousness 
of the sex urge, but also the imperiousness of the need for self-respect. He 
came to recognize the symptoms presented by his patients as consequences 
of the clash between these conflicting sets of impulses: the clash between 
id impulses and those of the superego, 

However, this Freudian approach is too restricted in that it includes 
but one segment of the sentiment of self-regard, Freud's superego is too 


Ficuar 5. Alfred Adler (187071937), leader of the school of Individual 
Psychology. (Courtesy of Underwood & Underwood.) 


exclusively the tyrant of conscience. Alfred Adler, one of Freud's carly 
followers, came to be aware of this and reacted against it. It might be 
more accurate to say that he became aware of the ubiquity and intensity 
of man's longing for prestige, for social status, for domination, for supe 
riority, and for competitive success. He became the leader of a new school 
which stressed the unique ways in which the individual strives to buttress 


* Adler, Alfred, The Neurotic Constitution. New York, Moffat Yard, 1917; Study 
of Organ Inferiority and Its Peychical Compensstion. New York, Nerv. & Ment. Dis 
Pu 1917; The Practice end Theory of Individual Psychology. London, Kegan Paul, 
1924; Understanding Human Nature. New York, Greenberg, 1927; What Life Should 
Mean To You. Boston, Little, Brown, 1931. Expositions of Adler's views are also to be 
found in the following: Vaughan, W. F.. The Lure of Superiority. New York, Henry 
Holt, 1925; Wolfe, W. B., Nervous Breakdown — Its Cause and Cure, New York, 
Farrar and Rinchart, 1933 
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bis security by warding off feclings of inferiority and enhancing his feclings 
of mastery. This Adlerian school is called the school of individual psychol- 
ogy, just as that of Freud is called the school of psychoanalysis, 

.. The opposition between Freud and Adler was so strong that their dis- 
‘ciples came to regard. the teachings of the two schools as mutually exclu. 
sive. An Adlerian could not be a Freudian and vice versa. Even today one 
hears pcople ask, “ Do you believe in Freud or in Adler?” A question of 
‘this kind reflects the notion of an irreconcilable antithesis between the 
two schools, Nevertheless, in the light of what has been said regarding the 
sets of factors involved in the maintenance of self-esteem, it should 
be clear that, in terms of a broad psychological perspective, reconciliation 
not only possible, but desirable, It is merely necessary to recognize the 


the nccd for self-respect, and the Adlerian contribution as a consequence 
Of intensive study of what the quest for social status may do to the per- 
nality of man. Both sets of factors must be taken into account in any 
Well-rounded study of self-esteem and its abnormalities. There is thus no 
Inherent contradiction in the basic orientation of Freudians and Adlerians. 
The former are concerned with feelings of guilt, the latter with feelings 
of humiliation. Freud studied the ramifications of man's need to love and 
be loved, while Adler studied the ramifications of man’s need to admire 
d be admired. Love and admiration are psychologically distinct. A 
nother may continue to love her wayward son even though she cannot ad- 
Mire him, just as it is possible to admire or applaud a man of outstanding 
ievement without loving him. 
Understanding the complexity of factors involved in the abnormalities 
associated with damaged self-esteem thus calls for the utilization of both 
Freudian and Adlerian insights. In this way the insecurity syndrome is less 
kely to be regarded in one-sided fashion either as an exclusive product 
Of balked sex desires, as the Freudians would have it, or as the inevitable 
Consequence of frustrated prestige hunger, as the Adlerians would have it, 
e recognition of the factor of self-respect along with the factor of status 
It essential for an adequate understanding of the nature of self-esteem and 
IC symptoms of mental disturbance likely to follow when self-esteem is 
^ The essential congruence of Freudian and Adlerian teachings can be 
Wmmed up in simple language: the Freudian secs man's troubles in being 
good, while the Adlerian sees man's troubles in making good. 
_ Keeping Self-esteem Intact. In the light of these Freudian and Ad- 
lerian analyses of mental abnormalities, it can be scen that much of hu- 
n behavior is prompted by the need to keep self-esteem undamaged. 
Both sex complexes and inferiority complexes imply damaged self-esteem. 
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Guilt feelings, as well as feelings of humiliation, mean disruption of 
morale and a wounded ego. Falling short of one's ego-ideal is painful, 
hence man strives to ward off such pain. Of course, man also strives to 
ward off physical pain, and the existence of emotional insecurity aroused 
by the threat of serious illness or death should not be overlooked in this 
preoccupation with the role of self-esteem. However, pride in physical 
vigor may also become part of the ego-ideal, and thus man’s interest in his 
health and strength can be regarded as but another facet of the sentiment 
of self-esteem. People who are conscious of the possession of trim, appeal- 
ing, and athletic figures are free from the kind of inner distress occasioned 
by the consciousness of being disfigured or very homely. Acute feelings of 
inferiority can be the result of severe acne, or the loss of a limb, or poor 
muscular coordination. The victim may think of himself as handicapped 
both in love and in business. In this sense, such handicaps involve both 
the factors of self-respect and of social status. 

Building up self-esteem and keeping it intact is therefore of enormous 
importance in the psychodynamics of both normal and morbid behavior. 
Individual human motives are to be understood according to the part they 
play in the totality of motives influencing human conduct, and as point- 
ing to more than the quest for food or the urge to reduce a sex tension. 
Such quests and urges occur within a setting of other needs involving 
ideals of conduct, personal aspirations, the expectations of one's family 
and friends, and the sanctions and taboos of church and state. The ego- 
ideal is an outgrowth of a multiplicity of such influences and in the ma- 
ture, integrated person such a complex ideal is as much a part of the in- 
dividual's motivational equipment as stomach or sex organs. Human 
motivation is far too intricate to be disposed of by four wishes or by the 
two instincts of race preservation and self-preservation, as some students of 
the subject of motivation have proposed. 

To realize the nature of the intricacies in question, it may suffice to 
point out that the human being has recourse to numerous dodges in his 
efforts to keep his self-esteem intact. He is motivated to do right as well 
as wrong, to behave like a hero as well as a coward, to be altruistic as well 
as selfish, to be his brother's keeper as well as to swindle him in a business 
deal. The existence of such conflicting motives, as will be brought out in 
detail later, constitutes the psychological foundation for much abnormal 
behavior; for in his efforts to cope with such inner conflicts man indulges 
in some ingenious and often desperate and unconscious maneuvers, de- 
signed to bolster wavering self-esteem or to silence a protesting conscience. 
They are part of man's strategy of defense to keep his ego from being 
hurt. Some of them may be likened to camouflage, by means of which man 
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conceals his own shortcomings from himself. They are related to the mo- 
tivational dynamisms mentioned in the previous chapter. The motivation 
in question is bound up with an underlying desire to keep self-esteem in- 
tact, to put up a favorable front, and to defend the ego from adverse criti- 
cism — either self-criticism or the criticism of outsiders. Because of the 
defensive role of these particular dynamisms it is clarifying to label them 
defense dynamisms. Just what they are and why they are important in the 
field of abnormal psychology can be explained most readily by considering 
each one separately. 


SOME DEFENSE DYNAMISMS 


For many years psychologists have recognized the existence of defense 


mechanisms. To avoid confusion it should be stated that the term defense 


dynamisms is now employed by some psychologists as a preferred designa- 
tion for the processes in question. The reason for the preference is due to 
the different connotations of the two words. Mechanisms imply definite 
structures like wheels, gears, and screws. However, there are no specific 
structures within the body to which the psychologist has reference when 
he labels a given mental process or a given mode of behavior a defense 
mechanism. He is thinking of the motivational and adaptive role of the ad- 
justment being made. Erich Fromm's distinction between static and dy- 
namic adaptations mentioned in Chapter 2 brought this out very clearly. It 
will be recalled that Fromm cited a Chinaman's learning to eat with knife 
and fork as an illustration of static adaptation, and a son's reactions to the 
dictates of a tyrannical father as an example of dynamic adaptation. The 
former had to do with the acquisition of a new skill, while the latter was 
concerned with a change in outlook. 

By way of further clarification it might be pointed out that donning 
coat and gloves on a cold day is a defensive maneuver of the static type. 
It involves no soul-searching brooding over one’s feelings of guilt, humilia- 
tion, or inferiority. It is just a matter-of-fact adjustment to a felt need, 
uncomplicated by any emotional factors. In contrast to this, for a man of 
small stature, sensitive because he is undersized, to wear a long overcoat 
on a moderately warm day might be construed as an instance of a defen- 
sive maneuver of the dynamic type. He wears it not so much as protection 
from the weather but as protection from his fear of being regarded as a 
midget or a shrimp. He uses it to cover his wounded ego as well as his 
dwarfed torso. Walking down the street he may find himself preoccupied 
with thoughts of how other pedestrians may be sizing him up or, what is 
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more likely in the present context, sizing him down. In other words, he 
wears a coat not in matter-of-fact fashion, but in self-conscious fashion. 
The coat helps him compensate for his lack of inner security. In this sense 
compensation is to be regarded as a defense dynamism. Actually, since he 
is wearing a coat very much longer than his build requires, it might be 
more accurate to say that the man is resorting to overcompensation as a 
defense dynamism. 

Compensation and Overcompensation. Thus not all compensatory rc- 
actions are to be regarded as dynamic adaptations. Only when exaggerated 
extremes are resorted to or when the adjustments are ego-defensive can 
they be so regarded. When a person with a sprained right ankle shifts his 
weight to his left leg, the shift in question is compensatory but not ego- 
defensive. But when a person whose foot has been amputated resolves to 
show the world that he is in no way handicapped, the resolution in ques- 
tion is ego-defensive. It is a product of damaged self-esteem incident to 
crippling or to disfiguring abnormalities. 

People with physical handicaps are notoriously hypersensitive about 
their defects or blemishes. Because of this hypersensitivity, our code of 
good conduct taboos any gross reference to such a defect or blemish in the 
presence of the victim. The victim himself is not easily misled by this 
conspiracy of silence. He is on the alert for slight indications of attitudes 
of contempt, pity, or aversion. To guard himself against the hurt that he 
would feel if people treated him as abnormal or as incompetent, he may 
strive to compensate for his defect. The amputee may devote long hours 
of strenuous practice learning to walk or dance as smoothly as possible, 
despite the handicap of an artificial limb. To be able to dance as well as 
the average man of his age may become an imperative need for his self- 
esteem, In fact, dancing may be more important to him now than it was 
before he lost his limb. It might even be that he refuses to be satisfied 
with average skill as a dancer. His wounded pride may call for outstand- 
ing accomplishment before he can feel secure. He reacts against his feeling 
of inferiority not merely by endeavoring to compensate for his handicap, 
but by overcompensating for it. 

Overcompensation does not always call for a direct attack on the cause 
of felt inferiority. Any kind of distinguished achievement may come 
to serve as compensatory balance for the drop in morale occasioned by 
the sting of defeat or humiliation. The awkward lad who is ignored on the 
playground may turn to the classroom as his arena for heroic intellectual 
exploits. The homely boy may take refuge in his talent for clowning and 
strive to become popular as a comedian. In fact, he may even come to re- 
gard his homeliness as an asset, in that he can achieve more ludicrously 
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grotesque effects by resorting to what actors call “ mugging.” It should 
thus be obvious that both compensation and overcompensation are com- 
mon defense dynamisms provoked by feelings of inferiority, by being re- 
jected by others, by the humiliation of defeat, or by any other similar situ- 
ation bound up with the insecurity syndrome. 

Rationalization. Another common defense dynamism is that of ration- 
alization, now fairly familiar to the general reading public. It may be 
viewed as a form of verbal or logical compensation due to the tremendous 
emphasis society places on the ideal of reasonableness. Nobody likes to be 
called irrational or unreasonable; people pride themselves on being rational 
creatures. A tradition that harks back to Aristotle makes the capacity for 
reasoning the basis for differentiating man from beast. In any event, there 
can be no question that man likes to think of himself as a creature whose 
conduct is governed by reason. 

A few decades ago the British psychoanalyst, Ernest Jones, proposed 
that the term rationalization be applied to a hitherto somewhat neglected 
vagary of man’s quest for reasonableness, Jones was thinking in particular 
of cases of self-justification in which people find seemingly good reasons 
to justify their ethically dubious conduct, ‘This sort of self-justification is 
really a form of self-deception, As Gordon Allport points out, Emerson 
anticipated this psychoanalytic discovery when he wrote that what we call 
“sin” in others is “ experiment " for us. In some respects this emphasis on 
rationalization is a reaction against the over-intellectualized academic psy- 
chology of the nineteenth century. Psychoanalytic studies fail to demon- 
strate man as a creature whose conduct is the product of critically dispas- 
Sionate, reasoned analysis. Instead, his reasoning is apt to be a form of 
Special pleading. It is as if one were to say, “ I know what I feel like doing 
and now I have to invent some good reasons to make it seem right.” This 
means that impulse determines reasoning, instead of reason governing im- 
pulse. Rationalization is wishful reasoning. As somebody once stated, ra- 
tionalization means that man does not act from reason, but reasons from 
his acts. Self-justifying reasons are substituted for the actual motives re- 
Sponsible for the acts. 

Instances of rationalization are not hard to find. ‘There is the student 
Who cuts class in order to play cards and then tells himself he did it be- 
Cause “ it is important to learn to be sociable,” or because " it is important 
to learn not to be a slave to a schedule.” There is the professor who fails 
to prepare his lecture and who has to resort to irrelevant digressions in 
order to fill in the time, and who then tells himself that “ digressions serve 
to make a course interesting” and that “ only a narrow-minded, stuffy 
pedant sticks to his specialty." There is the housewife, forced to prepare 
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a makeshift supper by opening a few cans because the afternoon was spent 
at a double-feature, who answers a protesting conscience with the reflec- 
tion, “ A mother must haye recreation and besides, it is too easy to spoil 
a family by giving them the notion that every supper has to be a regular 
banquet.” 

The compensatory implications of rationalization are exemplified in 
two common ways of dealing with failure or inferiority. These have been 
called the sweet-lemon rationalization and the sour-grapes rationalization. 
‘The latter can be illustrated by the soldier who, after flunking out of an 
officer candidate school, comforts himself with the thought that he would 
have been unhappy as an officer anyway, because “ officers have to buy 
their own uniforms, are burdened with complaints, and are generally un- 
popular.” The former or sweet-lemon type of rationalization refers to the 
familiar tendency to make defeat look like victory by finding some advan- 
tages in being on the losing side. Liabilities are made to look like assets. 
Instead of deploring the loss of his hair the middle-aged man tells him- 
self that “ bald men look more like men of affairs." The ambitious finan- 
cier, frustrated in his ambition to make a killing on the stock market, de- 
cides that “ what with income taxes, sponging relatives, worry over fluctu- 
ating investments, and the envy of the less affluent, it is better not to be a 
millionaire." 

Is All Reasoning Rationalization? There can thus be no doubt about 
the reality and frequency of rationalization as a defense dynamism. Some 
authorities have even gone so far as to imply that all reasoning is actually 
rationalization. For them man is a rationalizing animal rather than a ra- 
tional animal. This is probably a misleading conclusion. To argue that 
“man never acts from reason " is to impugn the reasonableness of the man 
who argues this way. In other words, those who detect rationalization in 
others would object to having the mental process by which this detection 
takes place regarded as a form of rationalization. The ease with which 
people can be tricked into self-deceptive rationalizations should not be con- 
strued to mean that man cannot be taught to think straight. In clinical 
practice it is often noted that once a patient has learned about the nature 
of rationalization, he may inhibit the tendency and come to be more 
honest in his self-analyses and self-evaluations. 

Furthermore, with respect to the motivational aspects of rationaliza- 
tion it has been held that man does what he feels impelled to do, and then 
finds plausible reasons to justify the impulse. This is sometimes interpreted 
to mean that impulse is sovereign and holds sway, reason or no reason. Is 
this a valid interpretation? A little reflection will show that rationalization 
may precede the execution of an impulse or occur afterwards. The issue 
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under consideration has to do with the former situation, and raises the 
question of the motivational import of rationalization. 

Is there usually one single, dominating motive behind a given act of 
behavior, with several accessory motives of a rationalized sort brought in 
by way of ornamentation? And would the act take place even in the ab- 
sence of such accessory motives? The ordinary view of rationalization holds 


that it would. According to this view, there is one fundamental motive — 


regarded as the real motive — and the rationalized ones are merely super- 
ficial trimming. This may sometimes be the case; but often, as Perry * has 
pointed out, this need not hold. The “ real” motive may be too weak or 
too repugnant to instigate action. Unless the thinker can bring accessory 
motives to bear on the situation, the action will not take place. Under 
such circumstances, for action to occur additional motives — even ration- 
alized ones — must be introduced. 

Rationalization thus need not be devoid of motivational significance. It 
is often implicit in the kind of behavior recognized as the product of a com- 
plex set of motives. The existence of such mixed motives should be recog- 
nized and should serve as a warning against the facile misinterpretation of 
human nature, according to which man invariably behaves as he does be- 
cause he is driven by a single and usually “ selfish " motive with the alleged 
“unselfish ” ones just idle rationalizations. Actually, several “ selfish ” ones 
May sometimes be associated with a single “ unselfish,” one or both kinds 
may be present in the plural. And both kinds may be necessary to initiate 
action. Nor should the operation of such mixed motives be regarded as 
always involving self-deception. To avoid making a fetish of rationalization 
it is well to remember that man is both a rationalizing as well as a rational 
animal. 


ADJUSTMENT TO REALITY 


Rationalization, as has been implied, makes for abnormality to the ex- 
tent that it warps facts as they “ really ” are. Ability to face facts is com- 
monly regarded as essential for the maintenance of mental integrity. Psy- 
chiatrists are usually interested in checking on a patient’s awareness of 
Commonplace facts. To do this they raise questions like these: Can he 
name the members of his family? Can he state the make of the family 
Car? Can he give the days of the week? Does he know where he is and who 
he is? Such questions have to do with the patient's orientation with re- 


* Perry, R. B., The Present Conflict of Ideals. New York, Longmans, Green, 
1922, p. 17. 
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spect to personal identity, time, place, and so on. Correct answers ir 
that he is in touch with reality. Inability to answer correctly, especi 
the case of a patient whose disability is not a manifestation of feebl 
edness, is indicative of serious mental illness. He is said to be disor 
or out of touch with reality. He no longer knows his environmen 
* really " is. This applies not merely to his physical environment, - 
his ethico-social environment as well. He may ignore or be confused 
standards of personal cleanliness, parental duties, business obligatior 
common rules of decency governing speech, clothing, and the rig 
other people. It should thus be clear that when the psychiatrist spe 
reality he is thinking not merely of the world of physics and geog 
but of the world of standards, duties, obligations, rules, and rights a 
As he sees it, much of abnormal behavior is due to a failure to size 
nature of ethico-social reality. For him mental health calls for ad 
adjustment to reality in terms of this broad connotation of the word : 

Dereistic Thinking. One defense dynamism often responsible f 
ure to adjust to reality is known as dereistic or autistic thinking. T} 
word dereistic suggests a distortion of reality. Thinking of this kind i 
acterized by a flight from uncongenial reality into a world of wish-fu 
fantasy. It is as if the thinker runs away from the harshness of tl 
world into the pleasant world of make-believe. However, in cases of 
mental illness, the make-believe character of the fantasy is not reco 
by the patient. For him the imaginary world becomes the real wor 
tion takes the place of fact and day-dreams are accepted as real. 

Dereistic thinking is thus a form of compensatory thinking of 
critical sort. The victim of humiliation dreams of revenge and in : 
thinks of himself as a person of power and influence lording it over 
tractors. The jilted lover seeks comfort in building air castles in wh 
plays the role of conquering hero, and in fantasy he gloats over th 
selfreproach at having failed to marty the “great man” when sl 
the chance. Within modest limits, all people at some time indulge 
kind of dereistic thinking as a reaction to wounded pride, the stir 
reprimand, or the disappointment of failure. But the normal perso 
ways aware of the unreal nature of his fantasied successes and con 
To be pathological, dereistic thinking must be characterized by a 
sion of the real world with the dream world. Nevertheless, as a 
pathological process it is a not uncommon way of relieving tension 
sioned by threats to one’s emotional security. 

Do People React to Stimuli or to Meanings? Both rationalizati 
dereistic thinking may be regarded as wishful transformations of the 
being thought about. Personal likes and individual needs tend to w: 
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Adjustment to Reality 


direction of ideation, so that the thinking ceases to be straight 
The rationalizer is motivated to build up a defense for himself 
ing or explaining away ethically dubious impulses, and magni 
role of what to him are socially respectable impulses. The autist 
is also engaged in providing a defense for himself, by retreating 
troubles of the present to a little private world of self-glorifying 
Such imagery serves as a screen or fence to keep out unwelcome 

Impartial analysis of facts is by no means easy. This is true o 
mal person as well as of the abnormal one. A given fact may 
mentous consequences for one person, and leave another either 
unmoved. A telegrapher typing out a death message reacts differe 
the recipient of the message: the telegrapher is undisturbed whi 
cipient may faint. It would be tempting to say that this is an ex 
two radically different reactions to the same fact or the same 
situation. If the telegram be designated as the stimulus, then th 
pher's unruffled gum-chewing would be one reaction to this stim 
the recipient's fainting a different response to the same stimulus. 
an analysis would be misleading, because it implies that people 
stimuli taken in the abstract. As the present example shows, peop 
react to stimuli but to meanings. The telegram has a different m 
significance for the telegrapher than it has for the recipient; henc 
ferent reactions. For the recipient the words of the telegram me 
beloved son has been killed in action; to the telegrapher, it m 
somebody in town lost a boy in the war. He can view this in impe 
detached fashion. It leaves his ego-security untouched. But this 
hold true for the parent whose morale is shattered by the “ san 
It would obviously be impossible for the parent to view this fa 
same perspective as the telegrapher. 

Differences in perspective result in the modification of facts y 
In other words, the percipient brings his values, interests, and hops 
on what he perceives. It is hard to remain impartial, neutral a1 
objective when the perceived fact threatens ego-security. In the p 
stance, ego-security is threatened because of the emotional bond 
parent and child. A bond of this kind is what has already been re 
as an identification. Some identifications are so strong and persis 
they interfere with effective personal adjustment. They constit 
are technically called fixations. The student of abnormal psychc 
find it helpful to become familiar with the way in which they can 
abnormalities of action and feeling. The nature of these abnorma 
become clearer as we turn to a more detailed consideration of tl 


cepts of identification and fixation. 
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FIXATIONS AND EGO-DEFENSE 


The people, institutions, and causes with which a person identifies him- 
self become part of his total system of personal values. They are elabora- 
tions or extensions of the child’s ego. For the mature adult ego-defense 
thus involves more than concern about bodily welfare and individual repu- 
tation. It involves concern about the welfare of friends and relatives, the 
prestige of one’s school, the social status of one’s religion, and the security 
of one’s country. In this sense love of self may come to include love for 
friends, relatives, school, religion, country, and so on. If such a love should 
become rather narrowly, intensely, and persistently fixed upon some par- 
ticular individual such as a mother, the psychologist would speak of a 
fixation. More specifically, he would speak of a mother fixation. Just what 
this concept implies is not easy to compress within the limits of a simple 
definition; for it is employed both by Freudian and non-Freudian psycholo- 
gists. However, since the term was introduced by the former, it may make 
for better understanding of its meaning to begin with a discussion of its 
psychoanalytic implications. 

The Libido Concept. The understanding of psychoanalytic thinking 
about fixation rests first of all upon an understanding of the Freudian con- 
cept of libido. This has been variously defined, reflecting a wide divergence 
of opinion; but the gist of the definitions indicates the recognition of a 
stream of energy, or force or affect which may flow through, or become 
attached to and thereby. invigorate, any innate or acquired behavior pat- 
tern. Some have identified libido with the sex urge, others have identified 
it with the will-to-live, still others with pleasure or satisfaction; but, what- 
ever the definition, interpretative stress has always been placed upon its 
genetic relationships, and especially upon its manifestation in the various 
developmental stages of love. 

Stages of Love. It is claimed by the “ orthodox” or classical psycho- 
analysts that the first form of the love life is the mere seeking of pleasure 
or comfort through the simpler bodily functions — the comfort brought 
about by being warm, dry, well fed, and free from any unpleasant organic 
tension. Such pleasure or satisfaction is said to be autoerotic? With the 


8 The suitability of the term autoerotism as a designation for such pervasive, in- 
fantile pleasure-secking is open to question. If the word erotic be used in the strict sense 
as referring to direct or derivative phases of mating behavior, then it would be inad- 
visable to regard all forms of pleasurable behavior as erotic behavior. A discussion of the 
question of adequate and accurate descriptive vocabulary applicable to both normal and 
abnormal sexuality is to be found in the following book: Dunlap, K., Personal Adjust- 
ment. New York, McGraw-Hill, 1946, pp. 230-254. 
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distinction between self and not-self the first step upward is achieved. The 
libido is gradually diverted from autoerotic gratification to the satisfactions 
of the self. This shift marks the attainment of the Narcissistic stage — a 
term derived from Greek mythology, where Narcissus fell in love with his 
own image. Following this stage, there is the first period of affective be- 
havior with reference to other individuals, say roughly from about three 
or four to six or seven years of age. This concerns especially the father and 
mother, but applies also to brothers, sisters, and playmates. 

It is further claimed that the little girl has a greater amount of libido 
shifted to the behavior patterns concerning her father, and the little boy 
likewise to those related to the mother. Herein lies the first hint of the 
heterosexuality which comes with the advent of maturity. In other words, 
the little girl has a greater affection for the father and the little boy for the 
mother. Of course, everyone can at once think of exceptions, but it is 
the general scheme of development which is of importance here. From the 
years of six or seven to puberty, there is thought to be a period of sexual 
latency in which intellectual or cognitive development is primary. After 
puberty the libido “tends to swing outward,” as the saying is, which of 
course means that patterns of affective behavior with reference to other 
people become increasingly active, and that the libido shifts to them. It is 
further supposed that in this “ shift outward” the libido first attaches itself 
to patterns which concern another person of the same sex, hence the 
crushes and deep friendships of adolescence. This brief period of what 
might be called homosexuality is normally followed by heterosexuality, the 
love for a person of the opposite sex. This is normally not the father or the 
mother, although the psychoanalysts claim that it is often an individual 
who resembles the father or the mother. 

Sublimation and Fixation. The upward shifting of the libido from 
channel to channel in the direction of that which is socially more accepta- 
ble is termed sublimation.? While heterosexual love is ordinarily presented 


® For the Freudian the process of sublimation accounts for the motivation: of crea- 

tive work in art, science, literature, etc. The energy for such work is a derivative of the 
energy of the libido, or what Freud also called the “ basic drive” (Grundtrieb) of Eros. 
However, in one of his last papers Freud wrote that the process by means of which such 
not yet well understood (noch wenig gut verstanden). 


Shifting of energy takes placc is 
(Cf. E Poss der Psychoanalyse, Vol. XVII, Gesammelte Werke, London, Imago 


Publishing Co., 1941, p. 70-) ; $ 
The student may find Gordon Allport’s doctrine of functional autonomy of mo- 


tives a less troublesome and more clarifying explanation of the emergence of new or 


different motives than Freud’s concept of sublimation. In view of Freud's own misgiv- 
ings regarding the actual working of what he designated as sublimation, it might be 
helpful to consider Allport's rival doctrine. (Cf. Allport, G., Personality. New York, 


Henry Holt, 1937, pp- 196-197.) 
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as the highest stage of sex-love development, it is generally accepted that 
there may be a further sublimation of this libido in cases of voluntary or 
involuntary sexual abstinence or celibacy. The libido is in such instances 
thought of as being shifted to the activities of philanthropic endcavors, 
social welfare work, religious activities, and so on. But it should never be 
assumed that sublimation is: complete. There is always some libido flow- 
ing through each of the older channels: some libido normally remains fix- 
ated at each of the lower levels. Thus every healthy heterosexualized adult 
still retains the possibilities of pleasure in eating and in the other bodily 
functions, of some self-love, of some parental love, and of some affection 
for persons of the same sex. 

But when the amount of libido flowing through or attached to one of 
the older stages is excessive and disturbing to the further development and 
adjustment of the individual, then there is said to be a fixation of the libido. 
If this fixation takes place in the first stage of development, then the indi- 
vidual is said to be autoerotic; if it takes place at the Narcissistic stage, the 
individual is said to be Narcissistic; if it occurs at the early stage of hetero- 
sexuality, when the father and mother are the outstanding characters, then 
the individual is said to suffer a mother or a father fixation, as the case may 
be; if the fixation takes place at that first swing of the libido outward, the 
stage of great affection for individuals of the same sex, then the person is 
said to be a homosexual. 

One does not need to seek far for illustrations of many of these forms 
of fixation, Even casual observation will show that father and mother fixa- 
tions are to be found in any community. The girl who never marries be- 
cause of inordinate devotion to her father may be a victim of a father fixa- 
tion. Cases of men who never marry, or do so unhappily because of the 
devotion to their mothers, are also well known. Some parents even make 
the mistake of trying to establish such fixations. 

Of fixations at the stage of homosexuality, little beyond their mention 
is necessary here. Adolescent “crushes” which persist in the form of de- 
voted companionship through the years are probably the best examples of 
this form of fixation. The ordinary crush, which is of short duration, may 
be thought of as a merely somewhat more acute manifestation of the 
homosexual stage of development. Whether all homosexual perversions 
can correctly be considered fixations of development at a homosexual stage, 
is still a matter of debate.° 


10 For a discussion of the issues involved in this debate the reader is referred to 
the following: Moore, T. V., “The pathogenesis and treatment of homosexual dis- 
orders,” J. Personality, 1945, 14, 47-83. Ford, C. S., and Bloch, F. A., Patterns of Sexual 
Behavior, New York, Harper, 1951, ch. VII. 
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Those who reject psychoanalytic thinking consider the libido concept 
and its Freudian elaborations unnecessary. They nevertheless accept the 
notion of fixations in the sense of the persistence of childish habits. Stated 
differently, when the non-psychoanalyst uses the term fixation, he means 
by it nothing more than the carry-over into adolescence or maturity of in- 
fantile or childish ways of functioning, which should have been abandoned 
and superseded by more appropriate ways of reacting. That there are in- 
stances of fixation and retention of highly self-centered (Narcissistic) hab- 
its, of habits of excessive devotion to a parent, and of growth-distorting 
devotion to one of the same sex, is not questioned, for these are frequently 
encountered. It is merely the scheme of interpretation which is questioned. 

The Oedipus Complex. Behind a fixation there is ordinarily a complex. 
Psychoanalytic studies have presented complexes concerned with a love for 
the parent of the opposite sex, and a desire to do away with or to take the 
place of the parent of the same sex. Child-parent entanglements of this 
sort may give rise to mother and father fixations, which are expressions of 
Freud's Oedipus and Electra complexes. 

The Oedipus complex, causing a mother fixation in the boy, and the 
Electra complex, causing a father fixation in the girl, are so named because 
of the belief that they are in large part racially determined, and that such 
racial traits are the motivation behind the myths which mankind has pro- 
duced. The story of Oedipus, which is the tale of a man who slew his 
father and married his own mother, is supposed to be the racial expression 
in fantasy terms of the racially repressed desire for exclusive possession of 
the parent of the opposite sex. The story of Electra is a rather poor counter- 
part of the story of Oedipus, but has been made to serve the purpose.'? 

These complexes, according to classical Freudian theory, are supposed 
to appear in the development of every individual, normal and abnormal, 
and to be racially determined developments within the unconscious. 
Where fixations develop, something has brought about a morbid function- 


11 Some of the reasons for rejecting the libido concept will be presented in Chap- 
ter 16, especially in connection with the discussion of the teachings of some of the Neo- 
Freudians. 

12 "The Electra complex seems to be less and less stressed by modern psychoanalysts, 
Its obsolescence is due to the growing recognition that what the Oedipus story sym- 
bolizes is the young child's difficulties in safeguarding its place in the constellation of 
family affection, Even with respect to libidinous aspects of such affection, the figure of 
the mother takes precedence over that of the father, for the baby girl as well as the 
baby boy. In this sense both sexes exhibit a mother fixation in carly infancy. Some psy- 
choanalysts regard this as a heterosexual attachment in the case of the male infant, and 


a homosexual one in the case of the female infant. Initially the father would thus be 


Tegarded as a rival by both infant sons and daughters; hence the name Oedipus is ap- 
Plicable to both. 
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ing of one or other of these complexes; but normally the Oedipus and 
the Electra complexes subside and gradually disappear as pubescence is 
reached. Remnants of their influence, however, enter into the content of 
the superego as long retained influences of the habits, judgments, and 
standards of the parents. 


DYNAMISMS OF BLAME-AVOIDANCE 


The psychoanalyst's emphasis on the Oedipus complex has met with 
strenuous opposition by many students of human nature, who regard the 
existence of incestuous longings in the infant or even in the young child 
as fantastic. However, the implications of this kind of fixation are not lim- 
ited to infantile cravings for some form of erotic gratification. Even in the 
absence of such cravings there may be imperious longings for the atten- 
tion and devotion of the mother. The child’s emotional security, as has 
already been mentioned, is intimately bound up with affectionate depend- 
ence upon the mother. Indifference or neglect on her part are apt to pre- 
cipitate anxiety. For her to exhibit tenderness toward her husband or an- 
other child may arouse the beginnings of jealousy. Fear of being displaced 
by a rival, the essence of jealousy, thus comes to disturb the child’s affect 
hunger. The threat of losing his mother’s love is a serious one for him, and 
learning to share that love with other members of the family is not always 
easy. Nor is it easy to assure oneself that a scolding or a spanking does not 
meant a diminution of love, or an underlying attitude of dislike or re- 
jection. 

In other words, what the Oedipus complex epitomizes in terms of this 
reappraisal of its implications, is the problem of learning to win a position 
of assured safety within the bosom of the family. When that safety is 
threatened, the victim may have recourse to desperate measures to defend 
his jeopardized ego-security. These measures may be wise or foolish. The 
foolish ones result in abnormal adjustments, hence the concern of the stu- 
dent of abnormal psychology with the problem of a child’s love for its 
mother, its jealousy of a sibling, its excessive devotion to a father, or its 
fear and hatred of one or both parents. All such possible reactions may be 
viewed as manifestations of what Freud called the Oedipus complex. 

Displacement. Among the maneuvers to which the anxiety-threatened 
person may resort by way of ego-defense is the dynamism known as dis- 
placement. In general, this kind of reaction may be catalogued as one of 
the foolish ones to which reference was made in the preceding paragraph. 
Instead of tackling the real focus of his trouble, the dynamism of displace- 
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ment induces the patient to be preoccupied with a substitute problem or 
symptom. It involves a flight from the reality of the security-disturbing 
situation. A patient who complains of being obsessed with the idea that 
his feet might be malodorous and unclean might really be shifting his 
worry about troublesome sex tensions from the pelvic to the pedal region. 
Anatomic displacement of this kind is less damaging to his self-respect. To 
acknowledge the existence of illicit sex desires would shock him more than 
the notion that his feet might be perspiring too profusely. As a conse- 
quence, he shies away from coming face to face with his “ dirty " thoughts 
about sex, and substitutes concern about another manifestation of failure 
to live up to his ideal of keeping clean. 

Some patients reveal the consequences of this dynamism of displace- 
ment in exhibiting a morbid fear of germs and indulging in compulsive 
hand-washing. The focus of the fear may actually be morbid attitudes en- 
gendered by some form of sex indulgence such as masturbation. Yielding 
to the masturbatory impulse provokes feelings of self-condemnation. As 
they sometimes word it, they “ feel unclean and polluted.” To rid them- 
selves of the guilt feelings they feel impelled to avoid contamination and 
to clean up. However, the concept of contamination includes contact with 
germs, and it is tempting or at least less damaging to one’s self-respect to 
concentrate on this phase of the concept to the exclusion of the other. Dis- 
placement enables the patient to deceive himself into believing his trouble 
to be what he regards as a socially respectable fear of disease, instead of 
a less respectable fear of his sex impulses. 

This dynamism is by no means restricted to offenses against sex urges. 
Many seemingly inexplicable reactions to frustration are but exhibitions of 
displacement. The father who shouts at his son for some trivial offense 
such as putting his elbows on the table may be displacing his pent-up anger 
aroused some hours before by friction at the office. Instead of shouting 
back at his scolding boss, the father uses the son as a kind of straw boss. 
Anger inhibited at the office is released at home: the displacement is from 
boss to son. Nor is displacement limited to “ unworthy " emotions and 
attitudes. It is not unusual for a grief-stricken mother to shower a dog with 
lavish affection after the death of her child, as if her frustrated love for the 
child is displaced upon the family pet. In these instances, displacement 
serves as a vicarious outlet for the energy of an aroused reaction tendency. 

Displacement may also be viewed as a blame-shifting procedure in 
many cases, In fact, practical politicians and tulers of the Machiavellian 
type have been known to take advantage of this consequence of the dyna- 
mism in question. By suitable propaganda the victimized public is iesi 
to think of group X — the “imperialist Britis ," “crooked communists, 
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“conniving Catholics,” “ international Jews,” “ Wall Street Bankers,” or 
any other real or imaginary group to be substituted for the X — as vicious, 
scheming, hostile, and unscrupulous. Once fear and hostility is established 
for group X, the politician or ruler can then proceed to exploit the people, 
without much concern about having the anger of the victims directed upon 
the actual cause of their suffering. The anger will be directed upon the 
members of group X. This kind of displacement was employed by the 
Nazi leaders in their rise to power. Their encroachments on the freedom 
of the German people were concealed from the populace as protective 
measures against the alleged scheming of Jews inside and outside of Ger- 
many. Brutalities against innocent Jews were not only tolerated, but en- 
couraged. In this way anger resulting from such encroachments was dis- 
placed from the Nazi leadership and directed upon the imaginary cause 
of the encroachments. In other words, the age-old device of using a scapes — 
goat is in reality a form of displacement. Scapegoating can assume many 
disguises, both in national affairs and in the affairs of the lone individual 
struggling to keep his mental household in order, and free from the sting 
of self-condemnation."* 

Projection. The blame-shifting involved in scapegoating is often iden- 
tical with the dynamism of projection. This refers to the process of attrib- 
uting impulses which originate from one’s own unconscious tendencies to 
outsiders. The outsider is endowed with characteristics he does not pos- 
sess. A common instance of such projection is seen in the parent whose 
mounting annoyance at having his sleep disturbed by the baby's crying 
results in what might almost be a conviction that “the brat is bawling 
deliberately just to keep the household awake." Actually, the baby's crying 
may be an expression of pain due to indigestion. Being unaware of this 
fact, the parent is free to attribute the crying to something else. This 
something clse is likely to be in line with the parent’s own emotional 
needs, Since his sleep has been repeatedly interrupted he feels frustrated, 
and frustration of this kind, as everybody knows, is apt to engender aggres- 
sive attitudes. With his aggressive tendencies aroused, the parent needs 
an object for his feelings of hostility. By reading deliberate intent to dis- 
turb sleep into the motivation for the baby’s crying, justification for pun- 
ishment of some kind is at hand. By projecting or reading such deliberate 
intent into the situation, the aggressive impulse can be supplied with an 

13 An excellent elaboration of personal, social, and national aspects of scapegoat- 
ing is to be found in a pamphlet entitled ABC's of Scapegoating. It was prepared under 
the guidance of Professors Gordon Allport and H. A. Murray, and represents the fruits 
of certain studies undertaken by one of the seminars in the Department of Paycholgy 
at Harvard University. Copies of the pamphlet can be secured for 25¢ by addressing 
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outlet. In this instance the baby is regarded as an “ enemy," and attack 
in the form of scolding or slapping squares with the parent's psychologi- 
cal needs, 

Recognition of the nature of projection is especially important for the 
student of abnormal psychology, because this dynamism, when developed 
to an extreme degree, plays an important role in various mental diseases. 
It is of paramount importance for an understanding of the disease known 
as paranoia, Postponing detailed consideration of this illness until a later 
chapter, it will suffice at this point to state that one of its outstanding 
symptoms is the nurturing of delusions of persecution. Just as the hypo- 
thetical parent just referred to regarded the crying baby as his “ enemy,” 
so the paranoid patient reads or projects hostile intent into the intrinsically 
neutral behavior of his imaginary antagonists. He may, for example, be 
persuaded that garage mechanics have launched a colossal conspiracy 
against him, When he chances to see two strange mechanics chatting in 
front of a fillingstation, he interprets their conversation as being about 
him. Not knowing what they are actually discussing, he projects his own 
hypothetical theme of hostility toward him into the discussion, without 
recognizing its fictitious or hypothetical nature, For him it “ stands to rea- 
son” that garage mechanics would be whispering about him. 

Projection is thus a way of interpreting the outside world in line with 
our emotional needs. These are the needs that we are likely to dream about. 
A more accurate way of putting this would be to say that such needs tend 
to influence our fantasies, our dreams, and our private ruminations, In 
dealing with abnormal behavior it is especially helpful to learn about this 
aspect of the patient's makeup. Both psychiatrists and clinical psycholo. 
gists are likely to devote much time to examining the nature of a patient's 
emotional needs as reflected in his more or less spontancous fantasies, 

In the present context it is particularly relevant to note that the tech- 
niques often used for this kind of examination are called projective tech- 
niques, following a suggestion made by L. K. Frank." These are methods » 
which require the patient or subject to read his own meanings or interpre- 
tations into various situations, The situations may vary from the use of 
standardized pictures in Murray's Thematic Apperception Test to the use 
of standardized ink blots in the famous Rorschach test. In dealing with 
children, some clinicians like to use dolls and other material for " play- 


14 Frank, L. K., “Projective methods for the study of personality,” J. Prychol., 
ne mary of these methods is to be found in Vol. 1 of Personality 


*5 A convenient sui i 
and the Behavior Disorders (J. McV. Hunt, ed.), Chapter 6 y Robert W. White en 
titled “Interpretation of imagi productions.” New York, Ronald Pres, 1944. 


specially pp. 227-246. 
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ing house,” so that the youngsters will feel prompted to project their con- 
scious and unconscious emotional attitudes involving parents, friends, 
siblings, teachers, and themselves on to the doll figures symbolizing real 
persons. 

As a mental process projection is not always ego-defensive, nor is it by 
any means restricted to blame-shifting maneuvers. People sometimes erro- 
neously attribute desirable traits and abilities to those they admire. They 
project their general ideas about the “ sweet innocence of childhood " into 
the make-up of almost every angelic looking youngster they chance to 
meet. They often endow their own children with a nobility of character 
far in excess of the more realistic rating the children receive from neigh- 
bors. This kind of projection is, of course, ego-defensive by implication, 
but not necessarily blame-shifting. It is ego-defensive by virtue of the 
identification in terms of which parents and children tend to feel that they 
“ belong ” together. 

In everyday life projection occurs very frequently completely uncon- 
sciously, especially when our likes and dislikes are involved. Thus people 
who like Danes tend to attribute qualities of excellence to visitors from 
Copenhagen almost the first time they are introduced to them, just as 
those who abhor communism are apt to read sinister meanings into the 
casual remarks of visitors from Moscow. Everyday examples of this sort 
serve to bring out the close relationship between the dynamism of pro- 
jection and thinking in terms of social stereotypes. 

Reaction Formation. The blame-shifting tendencies of human beings 
which give rise to projection may also cause another self-protective ma- 
neuver known as reaction formation. This is another anxiety-dispelling 
dynamism, which has received its name because it is essentially the reac- 
tion to alarming impulses formed more or less unconsciously through 
denying the reality or force of such impulses. This is to say that reaction 
formation involves the arousal of impulses antithetic to the alarming ones. 
A person shocked by his impulse to give vent to obscene speech may react 
against this by telling himself that he is a champion of clean speech. Anal- 
ogously, the boy who resents his father’s discipline and wishes that he 
might actually give overt expression to his resentment by some act of vio- 
lence may, as a reaction to this feeling, exhibit almost exaggerated polite- 
ness toward his father. In the same way, parents who are disturbed by 
their covert rejection of a particular child may veer to the opposite extreme 
of overindulgence in their treatment of the child. Reaction formation is 
thus a particular form of compensatory behavior. 

Compromise Formation. Another variant of compensatory behavior 
which has come to be recognized as a separate dynamism is that of com- 
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promise formation. As was pointed out earlier, human action is often the 
result of numerous motives. Sometimes contradictory motives or impulses 
are aroused, and when these are of approximately equal strength the in- 
dividual experiences a conflict. One way of resolving some conflicts of this 
kind is to resort to compromise formation, A classic example of this is sup- 
plied by the jilted lover who was invited to his successful rival's wedding. 
Etiquette and good sportsmanship required him not only to attend, but 
that he send a wedding present. However, his wounded pride demanded 
some kind of retaliatory gesture. Recalling that his rival was an ardent pro- 
hibitionist, he was enabled to work out a rather successful compromise: he 
sent the couple a cocktail shaker as a wedding present. 

We have another example of compromise formation when we consider 
the behavior of some of the victims of Nazi aggression. It will be recalled 
that Czech workmen, forced to labor in German factories, would go 
through the outward motions of complying with orders, but would bungle 
the job by secretly depositing sand inside delicate machinery, neglecting to 
fasten important bolts, putting wrong addresses on crates as a result of 
simulated confusion, and, in general, resorting to whatever method of con- 
cealed interference with Nazi objectives ingenuity suggested and circum- 
stances permitted. This kind of compromise formation was deliberate and 
fully conscious. The workmen knew what they were doing and why they 
were doing it. 

But compromise formation need not always occur at this level of alert- 
ness. Freud !? was the first to stress this possibility, when he called atten- 
tion to the way in which many common mishaps and accidents may serve 
to satisfy needs and desires seemingly altogether alien to the action under- 
taken. A waiter who upsets a plate of soup into the lap of an overbearing 
guest may, according to this view, be unconscious of his implicit desire to 
discomfit the guest. Presumably, a student's blunders in an examination 
need not always be due to ignorance. They may be unconscious expressions 
of a desire to frustrate the ambitions of goading parents, or a desire to pro- 
long “ bright college years.” Even automobile accidents, in terms of this 
hypothesis, may sometimes be the result of unconscious motives, such as 
the wish to collect insurance money or to elicit sympathetic concern of 
relatives, or even to punish parents by subjecting them to shock and 
anxiety. 

Some Freudians have ventured to suggest that all blunders, accidents, 
and failures may be products of such unconscious determinants. This is 
tantamount to holding that all failures or accidents are to be construed as 
a type of compromise formation. It almost renders the concept of accident 


46 Freud, S., The Psychopathology of Everyday Life. New York, Macmillan, 1914. 
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meaningless and superfluous. By assuming that whatever happens to the 
individual is determined by his conscious and unconscious motives, ingen- 
ious followers of Freud have endeavored to discover intentional factors 
in all sorts of manifestly accidental circumstances. This is the equivalent 
of making a fetish of the dynamics of compromise formation. A dyna- 
mism of this kind may account for some accidents and failures, but by 
no means for all. 

The accumulated evidence regarding the psychology of learning must 
not be overlooked in considering the factors responsible for blunders and 
defeats. Not all defeated pugilists have unconscious desires to be knocked 
out. Nor are we justified in assuming that every wild pitch in a baseball 
game contributes to the gratification of some hidden motive of the cha- 
grined pitcher. Human failure is a product of numerous factors, such as 
fatigue, excitement, ignorance, superior antagonists, inferior tools, lack of 
energy, and motivational conflicts. To concentrate on the last factor and 
to ignore the relevance of all the others constitutes a flagrant violation of 
sound scientific procedure. Which accidents and blunders involve compro- 
mise formation must be established by a critical sifting of evidence in each 
individual case. The mere occurrence of a slip of the tongue, the misread- 
ing of a text, or hitting one’s nail with a hammer, is not sufficient to dem- 
onstrate the antecedent operation of compromise formation. Many errors, 
accidents, and stupid actions that occur every day have nothing to do with 
the “ psychopathology of everyday life.” 

Regression. Another dynamism, and one of especial importance for an 
understanding of certain kinds of abnormal behavior, is called regression. 
As the name implies, it has to do with avoidance of blame or responsibility 
for actual or potential failure, by retreating or reverting to an earlier, less 
mature, or more childish mode of adjustment. In an extreme form, as seen 
in hospitalized patients, regression may be manifested by infantile pat- 
terns of behavior, In such instances the adult patient acts as if he has lost 
the ability to feed himself, to dress himself, or to control his eliminative 
impulses. He apparently prefers to be completely dependent on others and 
to be free from the cares of earning a living, competing with others, mak- 
ing decisions, exercising initiative, and doing the thousand and one things 
society expects of mature persons. 

Not all cases of regression go to such extremes, but in varying degrees 
an astute observer can often detect a veering away from the threat of fail- 
ure associated with assuming more difficult obligations, by retreating to the 
safety of familiar routine. For example, some army officers promoted from 
the ranks preferred to give up their commissions for the less arduously 
executive and more dependent role of an enlisted man. This could have 
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been classified as an example of regression. Young wives unable to cope 
with the responsibilities of marriage who seek a divorce in order to resume 
life with mother, may also be availing themselves of the dynamism of re- 
gression. High school boys, overawed by the academic burdens facing them 
as they come fresh from elementary school, and wishing they were back in 
grade school, are also experiencing the temptation to succumb to this dy- 
namism. Incidentally, regression should not be confused with a related 
dynamism known as infantilism. The latter refers to the persistence of an 
infantile mode of adjustment, a refusal to give up childish or immature 
habits. Infantilism is thus a fixation of habit at a level inappropriate for 
one's years. Thumb-sucking on the part of an adolescent boy would be an 
instance of infantilism, provided he had been doing this ever since in- 
fancy. However, had he given up this habit when he was three only to 
resume it at the age of fourteen, then the thumb-sucking would be classi- 
fiable as regressive behavior. 


DYNAMISMS OF BLAME-ACCEPTANCE 


Both normal and abnormal behavior are often the products of self- 
condemnatory attitudes. Frustration, disappointment, and defeat need not 
invariably give rise to rationalization, projection, compromise formation, 
and kindred blame-avoiding reactions. Blame-acceptance also occurs, and 
its influence on personal adjustments should not be ignored. 

Undoing. Recognition of one's individual responsibility for failure or 
disaster gives rise to a variety of impulses and desires. There may, for ex- 
ample, be an intense desire to erase the foolish, selfish, careless, or thought- 
less acts regarded as causes of the tragedy. The speeding automobilist 
whose car has just killed a child, may find himself wishing he could undo 
what he has just done. This is a simple illustration of what Freud ™ has 
called the dynamism of undoing. It is also illustrated by the distressed stu- 
dent who finds himself wishing that he had devoted less time to bridge 
during examination week, so that today’s failing grade would not be star- 


ing him in the face. 


tion of regression, together with a discussion of some 
experimental studies of this dynamism consult: Barker, R, Dembo, T., and Lewin, K, 
“Frustration and regression: an experiment with young children,” Univ. Ia. Stud. Child 
Welf., 1941, 18, No. 1; Cameron, N., “ Deterioration and regression in schizophrenic 
thinking,” J. abnorm. soc. Psychol., 1939, 34 265-2705 Mowrer, O. H, “An experi- 
mental analogue of “regression ' with incidental observations on reaction-formation, 


J. abnorm. soc. Psychol., 35, 1949, 56-87. 
15 Freud, S. The Problem of Anxiety. New York, Norton, 1936, ch. 11. 
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Such desires to undo the past may be very acute, and their acuteness 
clamors for some kind of adjustive reaction. Making amends, writing apolo- 
gies, paying indemnities, restoring pilfered property, pleading for forgive- 
ness, berating oneself, and other modes of self-discipline or self-excoriation 
are common instances of such adjustive reactions, They may be thought 
of as reactions to feelings of remorse, regret, or guilt. Such reactions have 
long been recognized as coming within the purview of the theologian or 
the religionist, on account of the emphasis placed on such concepts as con- 
viction of sin, the doctrine of atonement, and the need to be saved, Atone- 
ment rituals, in other words, are psychologically classifiable as techniques 
of undoing, and the need to be saved is a response to the feeling of " being 
lost " or rejected. 

Self-punishment. When outsiders are blamed for one's defeats and dis- 
asters the spontaneous tendency is to desire their punishment. Similarly, 
when an “insider” in terms of the self is made the object of the ego's 
“conviction of sin,” the aroused reaction tendency takes the form of de- 
siring punishment for the offending self. Much otherwise inexplicable ab- 
nonnal behavior can be understood as an expression of a morbid desire 
for self-chastisement,* It is found in patients whose obstinate refusal to 
cat is not attributable to pathology of the digestive tract, negativistic hos- 
tility, or lack of appetite; in patients whose acts of self-mutilation — tear- 
ing hair out of the scalp, stabbing themselves, cutting off a toe — arc not 
to be accounted for on the basis of wanting to be hospitalized, to escape 
military service, to collect compensation, or other forms of malingcring. 
It is seen in some patients who seem to enjoy submitting to a long series 
of largely unnecessary exploratory surgical operations; and in those men- 
tally disturbed religious fanatics who have blinded themselves or ampu- 
tated their right hands, because of a literal interpretation of the New 
‘Testament injunction to pluck out offending eyes and to cut off offending 
right hands.” 

Isolation or Emotional Detachment. Blame-acceptance with concomi- 
tant regret and either expiatory or self-punitive techniques of undoing may 
easily cause the victim to view the pursuit of pleasure as a fundamental 
ad atest moral ges ‘The lure of temptation comes to 

asocia hazards of pleasure-seeking. An ascetic dispara, 
ment of pleasure and pleasurable emotions sometimes develops as a bul. 
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wark against the impulse to seek exciting thrills. This amounts to a fear 
of one’s emotionalized impulses. The ideational aspects of impulses are 
accepted, but their affective aspects are rejected. What has been called 
coldly dispassionate reason comes to be regarded as superior to the ardent 
life of emotion, 

‘This deliberate or unconscious flight from emotional complications 
constitutes another dynamism of defense mentioned by Freud. He named 
this dynamism isolation, but emotional detachment might be a more re 
vealing designation, The important factor to note is the severance of the 
normal, spontaneously conjoint activation of ideational and affective proc 
esses, by welcoming the former and spurning the latter. Within certain 
limits such isolation or detachment serves to enhance intellectual effi- 
ciency, by guarding the thinker against the disruptive consequences of 
violent emotional upheavals, However, when carried to extremes it may 
result in such magnification of purely cognitive approaches to personal 
problems as to distort personality balance, "The distortion manifested by 
such overideational approaches is, in part, a consequence of reduced c- 
pacity for zestful enjoyment. Fear of emotion may thus lead to an exces: 
sively rigorous suppression of affective impulses, When this happens, there 
is apt to be difficulty in getting along with other people,** in sympathiz- 
ing with their griefs, and in sharing their joys. 

In brief, the emotionally detached, overideational personality lacks 
warmth and spontaneity. When carried to extremes it may even be that 
this dynamism of isolation or detachment will result in a dangerous degree 
of apathy. At all events, it is not at all uncommon for many psychiatric 
paticnts to have extreme apathy listed as one of the cardinal symptoms of 
their mental illness, This is not to be pen as ^ only e meer: 
pathological apathy originates, but it serve to bring out nce 
of the Fames. of isolation for the student of abnormal psychology. 

Submissiveness, Ingratiation, and Flattery. Remorse and kindred foel- 
ings associated with blameacceptance often induce even in habitually 
dominant and self-assertive persons an impulse to submit to authority, to 
be told what to do, and to give outward evidence of a willingness to abide 
by official rules. ‘The consciencestricken individual frequently manifests 
this need to register obedience. A contrite heart and rebelliousness do not 
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go together. Marked submissiveness which is so extreme as to suggest a 
positive need for humbling oneself is, of course, a commonly recognized 
sign of guilt or blame-acceptance. It is very likely a product of early clashes 
between parental authority and childish impulsiveness. Such clashes are 
especially apt to arouse anxiety in a child when his rebelliousness provokes 
attitudes of rejecting disapproval from those whose emotional support 
means so much to him. Early guilt feelings are largely matters of threat- 
ened loss of parental love, and the distress of gnawing affect hunger. To 
alleviate such distress the child comes to learn the value of overt acknowl- 
edgment of the intention to submit to parental wishes by promising “ to 
be good” or “ to be obedient.” For a young child the parents constitute 
a higher authority. It is consequently understandable that the grown child 
or adult experiencing the distress of self-condemnatory blame-acceptance 
feels the need to propitiate some “ higher authority” by a technique of 
more or less abject submissiveness. This “ higher authority” may be an 
employer, a police official, a superior officer, a priest, or whatever concept 
of God the individual chances to have incorporated into his system of rcli- 
gious beliefs. 

In addition to the initiation of submissive attitudes, blame-acceptance 
may also involve the introduction of attitudes of ingratiation, or some 
variant of the kind of behavior by means of which people sometimes en- 
deavor to curry favor with those whose friendship or indulgence they seek 
to cultivate. Having recourse to flattery is a common instance of this mode 
of behavior. Like submissiveness, such techniques of ingratiation and flat- 
tery should be regarded as being linked up with the need to propitiate a 
“higher authority” in order to achieve the restoration of inner security 
and the comfort of emotional acceptance. By noting the devious ways in 
which children sometimes try to wheedle their way back into the good 
graces of an angry parent, one can readily perceive the ingratiating atti- 
tudes and the wheedling flattery of the adult as outgrowths of earlier means 
of winning back the love and forgiveness of displeased or disappointed 
parents. 

The dynamic nature of these cravings for forgiveness leading to expres- 
sions of submissiveness, ingratiation, and flattery should be particularly 
noted. Abnormal behavior is often to be understood as a manifestation of 
an extreme degree of one or more of these cravings. The patient suffering 
from a serious depression associated with real or imaginary guilt feelings is 
especially likely to exhibit symptoms of painfully meek submissiveness. 
The victim of social rebuffs suffering from feelings of inferiority or rejec- 
tion may be prompted to subordinate himself to those possessed of social 
prestige, by flattering them in obviously ingratiating fashion. These may 
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appear to be such obvious features of human behavior as to be known to 
everybody. However, that which is “obvious” after it has been pointed 
out is sometimes not at all manifest previously. The “ obvious " in psychol- 
ogy, as Ichheiser ** has shown, has often been overlooked by professional 
psychologists themselves. By calling attention to the ^ obvious," that which 
has been ignored because it has been known only implicitly is made to 
stand out in explicit fashion. Once it stands out explicitly, it can be articu- 
lated with the general conceptual scheme of which it forms a part. This is 
one of the reasons why the student of abnormal psychology should not dis- 
miss these dynamisms of blame-acceptance as so self-evident or “ obvious " 
as to require no special mention or analysis. 

^ Ichheiser, G., “ Why psychologists tend to overlook certain ‘obvious’ facts,” 
Phil. Sci., 1943, 10, 204-207. 


4. Abnormalities of Sensation and 


Perception 


Ir was PoivTED our in Chapter 1 that the field of abnormal psychology 
transcends the boundaries of such fields as psychopathology and psychiatry. 
The abnormal psychologist, in other words, is interested in many problems 
whose bearing on the subject of mental disease is either very indirect or 
non-existent. For example, Helen Keller, blind and deaf from infancy, was 
not abnormal in the sense of being mentally sick. On the contrary, she was 
a superbly integrated person. Nevertheless, as a result of her sensory handi- 


1 This position is not endorsed by all contemporary psychologists. O'Kelly, for ex- 
ample, regards it as outmoded and suggests that the term “abnormal psychology " be 
scrapped and replaced by “ psychopathology.” In his opinion the former “is as awkward 
and inappropriate to our modern knowledge of maladaptation as the phrase ‘abnormal 
anatomy ' or ‘abnormal physiology ' would be as a title for texts in tissue pathology.” 
(See O'Kelly, L. L, Introduction to Psychopathology. New York, Prentice-Hall, 1949, 
pp. vii-viii.) 

There is much to be said in favor of such a contention. Nevertheless, the issues are 
not as clear-cut as O'Kelly scems to believe. Although it is true that pathology is not 
referred to as “ abnormal anatomy,” it is also true that anatomists do not find the phrase 
“anatomic abnormality” both “awkward and inappropriate.” Not all anatomic ab- 
normalities, in other words, are consequences of tissue pathology. On rare occasions, for 
instance, one comes across a person with transposed visceral organs — appendix on the 
left side, heart to the right, etc. He is “ normal” in the sense of being free from mal- 
adaptive physiological activity, but “abnormal” in the sense of being what O'Kelly 
would call a "curiosity." Assuming that such “curiosities” are worthy of scientific 
study, to what scientific field would O'Kelly assign them? 

Since O'Kelly is obviously interested in finding a term that will do justice to the 
subject matter now being included in texts in “abnormal psychology,” his use of the 
term “ psychopathology " as adequate for the task is open to question. Strictly speak- 
ing, psychopathology is not altogether the same as pathopsychology. His own book — 
and it is an excellent one — embraces both the fields of psychopathology and pathopsy- 
chology. To employ both terms in the title would be appropriate but awkward. Perhaps 
a term like “ abnormal psychology " would be preferable after all. 
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caps her perceptions and ideas were markedly different from those of other 
people. In terms of such differences, conditions like hers come within the 
scope of the abnormal psychologist. Accordingly, the present chapter will 
be concerned with a consideration of the effect of sensory and allied dis- 
turbances in producing deviation from “ normal” consciousness, as a re- 
sult of sensory and perceptual disturbances. 

It should be understood that most abnormalities of sensory function are 
of importance primarily to the medical practitioner and the research spe- 
cialist. Errors in optic refraction and their correction, as well as the many 
diseases of the eye are not, in all their detail, of immediate importance to 
the student of abnormal psychology. The same may be said of hearing and 
the other senses. However, the student of abnormal psychology frequently 
has occasion to read case histories in which reference is made to sensory 
anomalies, and he ought therefore to be conversant with the technical vo- 
cabulary employed by the specialist in referring to such defects. Further- 
more, many disturbances of sensory functions are psychogenic, and in order 
to appreciate this the student must be at least superficially familiar with 
analogous physiogenic disturbances. In other words, many patients suffer- 
ing from such mental disorders as hysteria and neurasthenia complain of 
various irregularities of vision, of hearing, or of touch, so that an adequate 
appraisal of the significance of such complaints requires familiarity with 
their physiogenic counterparts. 


DISTURBANCES OF VISION 


As is commonly known, many abnormalities of vision are a consequence 
of deficiencies in the mechanism of accommodation. This mechanism in- 
volves both the lens and the ciliary muscle. Lenticular or ciliary irregulari- 
ties thus result in distorted visual impressions. They are usually referred to 


‘as errors of refraction, and include a number of conditions known to the 


educated general public. These may be disposed of by brief reminders of 
their salient characteristics. 

Refractive Defects. A very prevalent refractive defect results in myopia. 
This is the technical designation for what is popularly called nearsighted- 
ness. In this condition the visual image is focussed in front of the retina 
instead of directly on the retinal surface. It is due to an abnormally long 
eyeball or to exaggerated curvature of the lens. The consequent blurring of 
the visual field can be corrected by using concave eyeglasses. 

In contrast to this, in hyperopia or farsightedness the eyeball is too 
Short or the lens too flat to make for emmetropic or perfectly normal vi- 
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FicumE 6. Diagrams showing refractive conditions in normal or em- 
metropic eye (A), in nearsighted or myopic eye (B), and in farsighted 
or hyperopic eye (C). In the normal eye parallel rays come to a focus 
at the retina. Such rays converge in front of the retina in the case of 
myopia, and in back of the retina in the case of hyperopia. As indicated 
by the dotted lines, a concave lens corrects the former error, while a 
convex one corrects the latter. 


sion. The visual image comes to a focus behind the retina, so that a con- 
vex lens is required to correct the refractive error. 

As a “normal” characteristic of the process of growing old, the lens 
loses its elasticity and the range of accommodation is reduced during mid- 
dle age. This reduction in accommodative power is called presbyopia, and 
the consequent need for reading glasses is often satisfied by having the 
oculist prescribe “ bifocals.” 

Many refractive errors are due to irregularities in the curved surfaces 
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of the eye, resulting in a distressing unevenness of visual impression. Some 
portions of a seen object stand out clearly, while others are vague. This 
condition is called astigmatism. It can often be corrected by means of 
glasses ground in such a fashion as to compensate for the distortions of 
curvature, 

Some Non-refractive Defects. Poor vision or actual blindness may be 
occasioned by a variety of conditions unrelated to the refractive troubles 
just enumerated. Complete blindness, or what is technically called amau- 
tosis, may be related to one refractive defect, however — complete opacity 
of the lens in the case of cataract. It may be either congenital or acquired. 
Amaurosis may also be due to such a disease as trachoma, or to atrophy of 
the optic nerve, or to damage in the visual areas of the brain, In this con- 
nection, it might also be well to consider the reduction in visual sensitivity 
known as amblyopia. Such partial blindness or dimness of vision may be a 
consequence of poisoning, for alcohol, arsenic, and overdoses of quinine 
are known to cause amblyopia. The toxic condition resulting from poor 
kidney functioning may also be listed here. What is particularly important 
for the student of abnormal psychology is that amblyopia may be a psy- 
chogenic condition just as amaurosis may be. Phrases like hysterical am- 
blyopia or hysterical amaurosis are by no means uncommon in the litera- 
ture of medical psychology. 

To understand this literature, the student should also know the meaning 
of a few other common technical terms which refer to ocular disturbances, 
One of these has to do with the common complaint of “eyes feeling 
tired." This condition of asthenopia may be accompanied by headache, 
irritability, some dimness of vision, and a more generalized condition of 
weakness or tiredness. It may on occasion be a consequence or a concomi- 
tant of emotional conflict; hence its relevance for abnormal psychology. 
Mention should also be made of the strain occasioned by faulty balance 
or coordination of the external eye muscles. This may result in strabismus 
or squinting, of a kind popularly described as being crosseyed. The social 
consequences of strabismus may be momentous in that the defect causes 
the victim to experience both rebuffs and ridicule by crude or thoughtless 
youngsters. Emotional insecurity and feelings of inferiority may sometimes 
be easily understandable outgrowths of a childhood during which one was 
known to the neighborhood gang as “cockeyed Joe.” Double vision or 
diplopia may also be associated with poor control of the external eye mus- 
cles. The alcoholic sees double because his eye muscles are as poorly co- 
ordinated as his leg muscles. To perceive a single object when two eyes 
are employed requires coordinated teamwork on the part of the muscles 
of both, 
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In addition to this kind of muscular teamwork, efficient binocular vi- 
sion requires retinal cooperation, so that the size and shape of the image 
projected on each retina are approximately the same. In the condition 
known as aniseikonia there is a disturbing discrepancy in the magnitude 
and form of the retinal images. The result may be an abnormal diminu- 
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Ficure 7. Schematic neural connections between retina, optic chiasm, 
and visual area of occipital cortex. From the diagram it can be scen 
that a lesion at X will result in uniocular hemianopsia, and that a 
lesion back of the chiasm, at Y, will result in binocular hemianopsia. 
The dotted lines coming from the fovea serve to indicate that the latter 
is also projected to both sides of the occipital region. 


tion in size or an abnormal enlargement. In technical language the former 
defect is called micropsia, and the latter macropsia. 

The visual field may also suffer abnormal restriction in the sense, for 
example, that one half of the retina no longer responds to photic stimula- 
tion. Either the temporal or nasal half of the retina may be affected, and 
either one or both eyes may be involved. This abnormality is called hemi- 
anopsia. If it is limited to one eye, the condition is referred to as uniocular 
hemianopsia. In binocular hemianopsia both eyes are affected, and usually 
it is the nasal half of one eye and the temporal half of the other. Blind- 
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ness in both temporal halves or in both nasal halves is less common. Self- 
explanatory designations like bitemporal or binasal hemianopsia are used 
to describe these possible diagnostic findings. A still rarer type of finding 
known as altitudinal hemianopsia refers to blindness in the upper or lower 
half of the visual field. Partial blindness of these various kinds is usually 
due to injury to some portion of the optic chiasm, or to portions of the 
optic nerve leading to or coming from the chiasm. But it may, on occasion, 
be a consequence of hysterical suggestibility; hence its additional impor- 
tance for the student of abnormal psychology. 

Suggestibility of the kind just mentioned may also result in blindness 
in the entire peripheral region of the retina, leading to a concentric nar- 
rowing of the visual field. Often, of course, such narrowing may not rest 
on a psychogenic basis, for organic factors like brain tumor or inflamma- 
tion of the optic nerve may be responsible: Sometimes blindness may be 
confined to minute regions of the retina. Such abnormal “ blind spots” or 
scotomata, as they are called, should not be confused with the normal 
blind spot mentioned, as a rule, in the traditional course in clementary 
psychology. Parenthetically, it might be added that one topic ordinarily 
discussed in such a course might well be included in this hasty survey of 
visual abnormalities. This is the topic of color blindness. In terms of the 
statistical criterion of abnormality, some psychologists feel justified in con- 
sidering this topic as part of the total field of abnormal psychology. (Color 
blindness, it will be recalled, affects about four percent of men and ap- 
proximately one half of one percent of women.) However, since no serious 
adjustive difficulties are associated with this condition and since, as has 
just been stated, its salient characteristics are considered in introductory 
courses, we need not elaborate upon them here. 


DISTURBANCES OF HEARING 


Auditory abnormalities are of interest to the abnormal psychologist 
precisely because, unlike color blindness, they so frequently lead to ad- 
justive difficulties. It is notorious that the hard of hearing are apt to be- 
come suspicious of others, and to feel that people are whispering about 
them. This may become the groundwork for a later delusion of persecu- 
tion. Nor should the influence of the “voices” heard by the victim of 
auditory hallucinations be overlooked. 

Total Deafness. The technical term for total deafness is anakusis. It is 
usually indicative of damage to the auditory receptor or its neural attach- 
ments, The condition may exist from the time of birth, in which case it is 
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called congenital; or it may be acquired later in life, in which case it is 
called adventitious. 

Partial Deafness. Anakusis should be differentiated from partial deaf- 
ness, which may refer to a general reduction in auditory sensitivity or to 
insensitivity to certain vibration frequencies, with the preservation of sen- 
sitivity to still higher frequencies. The term tonal islands refers to such 
delimited areas of deafness. Presumably, the defect is due to injury to spe- 
cific fibers belonging to the basilar membrane. 

Partial deafness may also be restricted to sensitivity to tonal sequences, 
so that the patient is handicapped in musical situations. This disturbance 
is called amusia and, as is to be expected, renders recognition of tunes and 
the playing of musical instruments difficult. A more common name for 
amusia is tone deafness. In some patients there is a distortion of tonal 
hearing, called paramusia, so that musical patterns cannot be dealt with 
in their correct sequence. 

As will be shown in a later section, auditory disturbances are not in- 
variably the result of organic factors, but may be caused by psychogenic 
factors. For this reason the student of mental abnormalities should be con- 
versant with the general nature of such disturbances. 


CUTANEOUS DISTURBANCES 


What has been said regarding the existence of functional deafness also 
applies to psychogenically determined disorders of the cutaneous system 
of receptor processes. In general, these disorders, both the physiogenic and 
the psychogenic ones, may be grouped into the three categories of loss or 
diminution of sensitivity, increased or heightened sensitivity, and distor- 
tion or perversion of sensitivity. A brief account of the characteristics asso- 
ciated with each of these groups may prove helpful. 

Hyperesthesia and Anesthesia. Abnormal increases in cutaneous and 
other forms of sensitivity are referred to by the general term hyperesthesia. 
‘The specific form is designated by an appropriate adjective such as audi- 
tory, olfactory, or gustatory hyperesthesia. When used without such adjec- 
tival qualification, the term is ordinarily taken to refer to some increase in 
skin sensitivity, and more especially the sense of pain. This hyperesthctic 
lowering of the threshold for pain sensitivity may be due to organic causes 
like thalamic lesions, various toxins and drugs, and inflammation of nerve 
centers. In addition, especially in cases of hysterical hyperesthesia, sugges- 
tion or expectancy or some kindred psychogenic factor is the chief cause. 

Strictly speaking, a distinction should be made between complete ab- 
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sence and mere reduction of cutaneous sensitivity. A lessening of such sen- 
sitivity is called hypesthesia, while the total absence is called anesthesia. 
Inasmuch as cutaneous sensitivity involves different sense modalities, as 
the student of elementary psychology knows, there may be as many dif- 
ferent kinds of anesthesia as there are cutaneous sense modalities, Each 
Kind has been given a special technical label. For example, loss of pain sen- 
sitivity is called analgesia and absence of cold sensitivity is known as 
arhigosis. Similarly, loss of the ability to sense the vibrations of a tuning 
fork brought into contact with the skin surface over bony regions is called 
pallanesthesia. At times, one also comes across the word gargalanesthesia 
in the literature dealing with these disorders. This formidable word merely 
means that tickling no longer produces its characteristic sensation com- 
plex. The remaining cutaneous senses of warmth and pressure may also 
fail to respond to their adequate stimuli, When this happens, the result- 
ing loss of the sense of pressure is known as baranesthesia, while the loss 
of warmth sensations is called thermanesthesia. 

Paresthesia. Any distortion or perversion of cutaneous sensibility can 
be regarded as an instance of paresthesia. The distortion may be revealed 
by inaccurate localization of the stimulated area, and the perversion by 
morbidly peculiar burning or tingling sensations. One of these paresthesias 
is particularly interesting to the abnormal psychologist, because it is seen 
Only in cases of hysterical disability. Although relatively rare, it merits 
consideration because it serves to exemplify the morbid feature of pares- 
thetic disturbances, Even its technical name has a forbidding and morbid 
Sound: phrictopathia. This term is derived from the Greek word for “ shud- 
der,” and is used to designate curiously unpleasant sensations of a shudder- 
like quality reported by victims of hysterical anesthesia. The phrictopathic 
Sensations are aroused by stimulating the anesthetic area during the period 
When normal sensitivity is being re-established. 

A more common and better known instance of paresthesia is supplied 
by cocaine addicts who report distressing cutaneous sensations of a kind 
they compare to the feeling of “ bugs crawling over the skin.” Some addicts 
Actually are impelled to search for the imaginary insects; hence this pares- 
thetic phenomenon may also be used to exemplify the meaning of a cuta- 
neous hallucination. Under the circumstances, it would be more accurate 
to regard it as a disturbance of perception rather than sensation, Another 
disturbance of perception which may be accompanied by paresthetic sen- 
Sations is that of astereognosis. A patient exhibiting this symptom is un- 
- able to recognize familiar objects through active touch. When he slips his 
hand into his pocket to pull out a coin he may not be able to “ feel” the 
difference between a circular coin and a rectangular visiting card. 
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Two additional manifestations of paresthesia are known as dyschiria 
and allochiria, respectively. Both have to do with incorrect localization of 
tactual stimuli. In dyschiria the patient is unable to keep his eyes closed 
and point to the exact spot on his finger just touched by the examiner. He 


, 


Ficurr 8. The nature of “glove” and “ stocking” anesthesia. The 
regions marked off by the dotted lines indicate the distribution of the 
cutaneous nerves to right hand and forearm, as well as to right foot and 
leg. In anesthesia due to nerve injury these irregular patches would be 
affected. However, in hysterical anesthesia, areas like those shown by 
the shaded regions on the left hand would be affected. 


may point to a different finger or to his wrist. In allochiria the error of 
localization is not as random as in dyschiria: the patient points to the cor- 
responding spot on the other side of the body. A tactual stimulus applied 
to the right elbow is localized on the left elbow or a tap on the right knee 
cap is felt on the left knee cap. The symptom in question is often found 
in syphilitic infection of the spinal cord. Incidentally, clinical study of the 
various sensory and perceptual disorders being outlined in this chapter is 
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the professional concern of the neurologist. The psychologist's knowledge 
of these disorders is largely derived from the labors of neurologists. All 
this will serve to illustrate what was said in Chapter 1 regarding the 
indebtedness of abnormal psychology to clinical neurology for some of its 
data and concepts. 

“Glove” and “ Stocking” Anesthesias. It might not be amiss to point 
out here why the abnormal psychologist takes some interest in what from 
one viewpoint might seem to be purely neurological or medical symptoms, 
Of course, as will be shown in the next few pages, the very fact that such 
sensory anomalies influence what might be called “ normal consciousness " 
in the way of making it an “abnormal consciousness” would be sufficient 
answer. However, a still more cogent answer has been suggested in the re- 
peated references to psychogenic factors. In fact, such a disorder as hysteria 
is often characterized by almost all of the symptoms reviewed in this 
chapter. 

In connection with a discussion of cutaneous disorders, however, it is 
especially easy to clarify the distinction between the psychogenic and the 
physiogenic factors. The latter are exemplified by disruptions of sensory 
efficiency that follow the known distribution of the fibers of the affected 
Sensory nerves. ‘These distributions are unfamiliar to the layman who has 
not studied the anatomy of the nervous system. His thinking about anat- 
omy tends to be in terms of such everyday divisions as legs, hands, neck, 
and fingers. As a result, psychogenic cutaneous disturbances reflect this 
popular anatomy. When clinical examination reveals anesthesia of the en- 
tire hand with no involvement of the upper arm, the diagnostician can be 
certain that he is dealing with a case of hysterical anesthesia, since no 
actual neural lesion would produce anesthesia possessing such boundaries. 
Because the boundaries in question coincide with the portion of the skin 
surface ordinarily covered by a glove, this particular hysterical symptom is 
known as glove anesthesia. An analogous disturbance of the lower extrem- 
ity is called stocking anesthesia. 


SOME PSYCHOLOGICAL CONSEQUENCES 


The complete lack of a particular sense from birth means a difference 
in the mental development and organization of the individual of a degree 
and nature difficult for the normal mind to comprehend. The person so 
afflicted not only lacks sensory knowledge, but also lacks sensory imagery. 
The person born blind lacks not only visual sensations but also visual 
imagery; persons born deaf lack auditory sensations as well as auditory 
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imagery. The amount of imagery remaining in cases of early adventitious 
sensory defect seems largely to depend upon the age at which the loss 
was suffered. If the loss occurred very early in life, the result is much 
like that in the congenitally defective, with the difference or advantage of 
some imagery remaining in the modality of the lost sense. Sometimes this 
is used, sometimes not at all; sometimes it is permitted to decay, some- 
times an energetic effort is made to retain it, If the loss occurs as late as 
twelve years of age or more, it is commonly assumed that the imaginal life 
continues to be more like that of the normal person. 

Influence of Early Defects. Much of the experience of the normal mind 
is quite beyond the comprehension of those suffering a congenital or early 
adventitious sensory defect, This is well illustrated by the remark of the 
man born deaf who had never been able to understand what an orchestra 
might sound like, especially the process of tuning up. When he read that 
the tuning sounded like a “ thousand stomach aches” then he said he had 
some idea of what that auditory experience must be. This illustrates how 
the victims of congenital sensory deficiency are obliged to translate the 
descriptive vocabulary of the normal person into terms of their own sense 
experience, for then, and only then do the terms take on meaning, 

The presence of a congenital sense defect, or of an early adventitious 
sensory defect, forces the individual so afflicted to attend to many details 
of sensory experience which the normal mind neglects. The blind are at- 
tentive to qualitative and intensive changes in sounds, temperature changes, 
movements of the air across the face and hands, many pressure sensations 
ordinarily neglected, kinesthetic changes of many kinds, combinations and 
degrees, and to odors usually disregarded by the individual able to sce. By 
attention to such sensory details unusual meanings are developed. The re- 
sultant behavior of the blind often strikes the normal person as amazing, 
since he is ignorant of the cues to which the blind are responding. The 
alleged greater touch sensitivity of the hands and feet of the blind, the 
alleged sixth sense by which they become aware of doorways, trees, and 
telegraph posts which they pass, and their other remarkable achievements 
can be reduced to this forcing of attention upon details which the normal 
mind neglects. This means, of course, that while the meanings may be like 
those of the person able to see, the conscious content of the congenitally 
blind is quite different. The same is true to a lesser degree of the congeni- 
tally deaf. They attend especially to facial movements, and rely on subtle 
visual cues to arrive at meanings which the normal person associates with 
the world of sounds and noises, 

‘The peculiarities of the sensorily defective are far from being limited 
to the phenomena of sensation, imagery, perception, and meaning. The in- 
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fluence which such defects have on the self concept, the consequent emo- 
tional reactions, and the stimulation of compensatory developments, are 
also of great importance. Unfortunately, these influences have been little 
studied by systematic methods. It is consequently possible to do little more 
than suggest what the probable nature of these peculiarities may be. The 
content of the self concept, the empirical ego, must be much affected. In 
a child set apart from childhood and educated in special schools, the 
struggle for education and a livelihood against almost insuperable obsta- 
cles is certain to produce a self concept different from that of the normal 
individual. The emotional effect of this may be far-reaching, and feelings 
of inferiority and of resentment are often observed by those who know the 
sensorily defective and associate with them, The common remarks that the 
blind are usually “ not well balanced” and that the deaf have “ bad tem- 
pers " and are suspicious, and the constant struggle in schools for the blind 
to get the children to be less dependent and to develop initiative, are all 
indicative of their adjustive difficulties. 

It must not be forgotten, of course, that there are great individual dif- 
ferences among the sensorily defective, as among so-called normal persons. 
The desire to be independent and as nearly normal as possible often stimu- 
lates the development of compensations in the lives of the sensorily handi- 
capped. These must always be watched for and taken into consideration, 
in the attempt to understand the personality of any physically handicapped 
person.” 

Where more than one sense is defective the situation is somewhat more 
complex. Deafness is often complicated by involvement of the static re- 
ceptors — the semicircular canals and otoliths. However, since vision and 
the kinesthetic senses so readily compensate for the lack of the static 
senses, it is not a serious additional complication. The combination of 
blindness with anosmia would be a more serious handicap, especially in 
the recognition of foods. But the combination of blindness and deafness 
is probably the most serious of all. Fortunately it is rare, and because of 
its rarity, perhaps, it has been more carefully observed. The life stories of 
Helen Keller, Laura Bridgman and Marie Heurtin reveal the ideational and 
to some extent emotional peculiarities of the few so seriously handicapped. 
The three cases mentioned illustrate also very great differences in intel- 
lectual ability. It must not be forgotten that sensory defect is often asso- 
ciated with feeblemindedness. In evaluating the results of such a defect 


2 A brilliant and illuminating presentation of the world and experiences of the 
blind will be found in Thomas D. Cutsforth's book entitled The Blind in School and 


Society. New York, Appleton-Century, 1933. 
* See Harry, Gerard, Man's Miracles. New York, Doubleday, 1913. 
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the influence of a given level of feeblemindedness must be given separate 
consideration. 

Later Adventitious Defects. Later acquired defects produce some pe- 
culiarities which are similar to those of the congenitally defective, and 
also some which are quite different. If the loss comes after the person has 
reached youth or maturity, then the mental effects are far less like those 
of the congenitally defective, The wealth of imagery acquired remains, and 
the translation into its terms from the other senses is easy. The adjust- 
ment to the new mode of life requires increasing attention to those hith- 
erto neglected sensory details which were discussed in the paragraphs on 
the congenitally defective. Many new perceptual adjustments must be 
made, and meanings must be attached to sensory experiences previously 
disregarded. This takes time, and may be especially disturbing and notice- 
able if the sensory loss is relatively sudden. 

If the sensory loss is gradual, then the new adjustments may take place 
slowly as the sense disappears. These new adjustments often give rise to 
maladjustments. The hard of hearing try to appear normal, and for a while 
they may succeed. But as the deafness becomes more and more marked, 
there is much guessing and even much pretending, The resultant misun- 
derstandings lead to uncertainty and friction. 

‘The loss of an important receptor function, whether sudden or gradual, 
produces a marked change in emotional security and self-confidence. From 
the realization of being a normal, healthy being one has to adjust to the 
consciousness of being a defective person, with all of its complications. 
Emotionalized attitudes of worthlessness, incapacity, and inferiority are 
common and persistent. Very often the victim’s whole adjustment to life 
must be worked over. Compensations should be developed; but far too 
often the combined tact of all the friends of the afflicted fails to bring 
about the necessary adjustments. Quite obviously, mere attention to the 
injured sense organs and nerves is but a small part of the care the patient 
requires, if he is again to enjoy life and to be socially useful. 

The foregoing discussion has been confined very largely to defects of 
vision and hearing. Other sensory disturbances are common, but they are 
far less disturbing to the persons who suffer them. Losses of taste and 
smell, or their partial defects, are disturbing, but still one may go through 
life with anosmia without being very seriously handicapped. There would 
be the absence of olfactory imagery, but such imagery plays a relatively 
minor part in modern human life. The effects upon emotional security 
would therefore be negligible. 

Amputation Effects. Some interesting psychological observations con- 
cerning peculiarities of sensation and perception have been made by am- 
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putees.* They often report direct awareness of the limb which has been 
amputated. In the relevant literature this is referred to as the phenome- 
non of the phantom limb. In many cases this may be persistence of a 
consciousness of the lost limb for periods varying up to several years. In 
some cases it appears to be in a fixed position, in others the position seems 
to change spontaneously, while in still others it seems to be amenable to 


Ficurr 9. The phantom limb illusion. Shortly after amputation has 
taken place the missing limb may still seem to be present as suggested 
by A, but in the course of time the patient reports a “ shrinkage " of 
the limb until, in some cases, it is experienced as a miniature hand lo- 
cated within the stump as shown in B. 


voluntary control. Usually the lost hand or foot is the part still felt, while 
the intermediary structures seem to disappear. The pressure of the artificial 
limb against the stump often assists in the production of the illusion. 
Stimulation of the severed nerves stimulates the appropriate sensory corti- 
cal areas, producing the familiar perceptual processes with reference to the 
limb. These are supplemented by movements of the muscles in the stump. 
As the old patterns still function, the sensation produced by the stimula- 
tion of the severed nerve trunk will be perceived with the former projec- 
tion to an appropriate area on the now absent limb. 


* This introduces the psychologically important question of how the normal person 
Conceives of his own body. See Shilder, P., The Image and Appearance of the Human 
Body, London, Routledge, 1935- 
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In many cases the distance to which the stimulus is projected gradually 
shortens, until eventually it receives the new and proper location on the 
stump. Then, if an artificial limb is attached and worn, the reverse process 
takes place, until eventually the locus of stimulation appears to be the end 
of the artificial limb. While systematic studies of this phenomenon are 
few,’ it is clear that there are marked individual differences in adjustment 
to amputation difficulties and to the wearing of prosthetic devices. Some 
people adjust very quickly; some never do so entirely, and thus continue 
for years to have perceptions of the phantom limb. 

This is, however, far from being the whole story in the psychology of 
the amputee. It is little more than a curious phenomenon which may 
arouse the interest of the patient as well as those who discover its exist- 
ence, The profoundly serious thing is the need to undergird the patient's 
morale; for bodily mutilation may have a devastating effect on his self- 
esteem, A whole series of inner and outer adjustments may be required. 
Frustrated ambitions, the interference with professional life, the social 
situation of appearing on crutches, the attitudes of others — all these con- 
tribute to à complicated and disturbing change in emotional reaction pat- 
tems. The slowness with which many amputees readjust to life, or the = 
occasional total failure to do so, can often be attributed not so much to 
the structural damage per se, as to the patient’s catastrophic despair as 
he envisages what such damage means to his future, The psychological job 
of teaching him to overcome such despair is no less important than the 
orthopedic job of fitting him with an artificial limb. 


SYNESTHESIA 


An abnormal, but non-pathological, phenomenon involving sensory 
functions and known as synesthesia, has occasioned considerable profes- 
sional interest among psychologists. "The phenomenon is abnormal in the 
statistical meaning of the concept; for synesthesia is relatively rare, Al- 

* A pioneer study of this kind was undertaken by Profesor David Katz during the 


1943. pp. 115-123. 
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though, as will be explained below, it is hard to ascertain the precise fro 
quency of synesthesia, it is definitely so rare as to constitute a marked 
deviation from average or normal perceptual experience. Since it does not 
occasion any personality difficulties or adjustment problems, it is not to be 
viewed as an abnormality of pathopsychological import, 

Definition, Examples, and Frequency, Synesthesia involves a fusion of 
sensori-perceptual processes. Ordinarily, retinal stimulation results in visual 
experience, just as cochlear stimulation results in auditory experience, 
‘This means that the " normal” sensory response is restricted to the mo- 
dality of the activated receptor function. In synesthesia, however, the re- 
sponse involves this modality plus another one. Stated more formally, syn- 
esthesia may be defined as the fusion of two or more sense modalities in 
response to the stimulation of a single receptor system. This definition may 
éven be extended to include the occasional fusion of imaginal and cognitive 
consequents of routine sensory stimulation, Just what this definition im- 
ples will become clear after some concrete examples of synesthetic phe: 
nomena are introduced, 

To the person who has never known anything approximating a synes- 
thetic experience, the descriptions by those who have had them are at first 
almost incredible. They tell for example of having colored hearing, or what 
is technically labelled chromesthesia, Whenever a tone of a given pitch is 
introduced, a definite color is experienced concomitantly. Other pitches 
produce other colors. Letters of the alphabet, names for different objects 
and persons, human voices, are all reported as producing not only the ap 
propriate auditory sensation, but also a pronounced and characteristic ex- 
perience of color. In some cases, experimental tests of these synesthetic 
reactions repeated after months or even years reveal practically no changes 
in the color associations, Almost any variety of sensory combination seems 
possible, One carefully studied case gave a wide mange of gustatory- 
auditions. Whenever the subject heard the name Alfred uttered, there was 
always the experience of the taste of corn bread in milk. Hearing the name 
Bailey produced the taste of marshmallows, while the word boy aroused 
the quality of gum-drops* Another case revealed a combination of pres- 
sure and cold. Cold spots on the limbs, but not all cold spots in a given 
area, aroused pressure sensations which seemed to come from the teeth or 
the side of the face (always the same side as that of the limb stimulated)! 
‘The list of varicties of synesthesia now known is very long. It includes, in 


* Pierce, A. H., " Gustatory audition, a hitherto undescribed variety of anesthesia,” 


Amer. ]. Psychol., , 18, 2. 
' acon dy 7i oes: premure cold,” Amer, J. Psychol, 1926, 37, 


571-577. 
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addition to those already mentioned, pain-auditions, figured auditions, col- 
ored tastes, colored odors, colored pains, colored temperature sensations, 
auditory pains, personified letters, digits, days of the week, and many others. 

The synesthetic associate when aroused has ordinarily the same locali- 
zation as would a sensation aroused by direct stimulation in that modality. 
Furthermore, the process is not reversible. Fatigue has the curious effect of 
sometimes reducing the synesthetic phenomenon and of sometimes in- 
creasing it. A drug like mescal is known to produce synesthetic phenomena 
in individuals who do not normally experience them. 

Reports of the frequency of occurrence of synesthetic persons vary. 
They range all the way from five to twenty-five percent. For adults the 
figures ordinarily do not exceed fifteen percent, and some think that the 
true frequency is very much lower than this. The twenty-five percent figure 
applies to the age of adolescence. This greater frequency among ado- 
lescents implies that in many instances synesthesia disappears with the 
achievement of maturity. 

Theoretical Implications, Unfortunately, most investigators have as- 
sumed that synesthesia was exclusively a sensory phenomenon, and have 
not investigated its role in imagination and cognition. It would be sur- 
prising indeed if a highly synesthetic person should be synesthetic only 
when a certain sense modality was peripherally stimulated, and not synes- 
thetic when the same modality was activated in the imaginal form, As a 
matter of fact, Wheeler and Cutsforth were able to demonstrate that syn- 
esthesia may be both a peripheral and a central phenomenon.’ In their 
study, in other words, both perceptual as well as cognitive functions were 
shown to be influenced by synesthetic factors. 

Agreement on the interpretation of synesthesia has not yet been 
achieved. There have been those who thought of it as pathological — that 
colored hearing, for example, could be traced to a defect of the eye; but 
the pathological theory has never been popular and is now generally dis- 
carded. The anatomical theory has achieved considerable recognition. It 
assumes that somewhere along the course of the sensory tracts involved 
there are unusual connections, anastomoses or tangling of the fibers, so 
that when one of the tracts is activated both respond. A physiological 
theory has also been much used. This attributes the phenomenon to an 
unusual irradiation of the impulse from the properly aroused area to the 
synesthetic associate. It assumes that in the course of the development of 
the nerve structures and patterns there has not been a normal differentia- 


8 Wheeler, R. H., and Cutsforth, T. D., The Synaesthesia of a Blind Subject with 
Comparative Data from an Asynesthetic Blind Subject. Univ. Ore. Publ, 1922, 1, 
No. 10, p. 104. 
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tion of function. The fact that adolescents are more frequently synesthetic 
than adults could be used to support this theory, because it would indi- 
cate that continued growth gradually eliminates the synesthesis, producing 
a more perfect differentiation in the functional patterns.® 

It has also been contended that some peculiarity of the learning expe- 
riences of childhood establishes the synesthesia. This is known as the as- 
sociation theory. It assumes nothing unusual about the nerve tracts or in 
the physiology. It assumes merely that, if a complete history of the indi- 
vidual's early experience could be made, there would be found the circum- 
stances which caused such peculiar associations. The associational theory 
thus implies that the synesthetic phenomenon is of chance occurrence and 
of no developmental or adaptive use, except where it may have been de- 
liberately developed as an aid in memorizing. There is, finally, the cogni- 
tive or meaning theory, which presents synesthesis as a factor in ideational 
processes. It assumes that for some people a given sense modality may 
come to exercise a dominant influence in the development of understand- 
ing and meaning. Because of this, data from other sense modalities come 
to be utilized within the framework of the dominant sensory pattern. 

The difficulty with these theories at present seems to lie in the impos- 
sibility of making any one theory fit all the forms of synesthesia presented. 
This may, however, be due to the way in which some of the cases have 
been studied and reported, rather than to any imperfection or inadequacy 
in the construction of the theory. It is also quite possible that there may 
be more than one kind of synesthesia. In this case, one of the theories of- 
fered might be the correct interpretation for one form, and another theory 
correct for another form. — 

The notion that synesthesia is an intrinsically determined peculiarity 
and is transmissible from generation to generation is not without its sup- 
porters. There can be no doubt that it does occasionally appear in succeed- 
ing generations, although the form may be different, and in a manner which 
appears to exclude the possibility of training or any form of environmental 
influence in development. It is reported, for example, that second genera- 
tion cases of synesthesia have been discovered in a person for the first time 
by some accident or experimental procedure in later adolescence or early 
maturity, But final judgment on this phase of the problem must be held 
in abeyance until much more evidence becomes available.” 

? Jaensch believes that his study of synesthesia in connection with eidetic imagery 
quite definitely supports this interpretation. See Jaensch, E. R., Eidetic Imagery. New 


York, Harcourt, Brace, 1930, pp. 113 ff. 


10 See Dallenbach case given above. ] 
11 Extensive bibliographies and reviews of the standard older literature on syn- 


esthesia will be found in the following: Mahling, F., “Das Problem der ‘ Audition 
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ILLUSIONS AND HALLUCINATIONS 


Clear thinking and appropriate action are, of course, partly dependent 
upon accurate perception. If perception is abnormal, then both attitudes 
and conduct may be abnormal. This is one reason why both the layman 
and the psychiatrist regard “ seeing things” or “ hearing voices” as symp- 
toms of insanity or mental abnormality of some kind. It is, consequently, 
important for the student of abnormal psychology to familiarize himself 
with the factors responsible for distortion of normal perceptual processes. 
As is well known, this distortion may give rise either to illusions or to hal- 
lucinations. We shall now consider what these terms mean and how the 
concepts involved differ from one another. 

Normal, Abnormal, and Borderline Illusions. The illusions of everyday 
life are a commonplace in all texts on general psychology, as is their in- 
terpretation in terms of central and peripheral factors. Recalling those 
facts, it will be quickly recognized that defects of sensory functions would 
tend to increase the number or frequency of illusions. A peripheral factor 
like reduced retinal sensitivity would facilitate illusory perceptions. Toxic 
conditions of the body which have any effect whatsoever upon brain func- 
tioning, cither by way of retarding or speeding up its processes in whole 
or in part, would accentuate the central factors in the production of illu- 
sions. So, too, would emotional disturbances. But in the normal illusions 
of everyday life there is one feature not so much emphasized, and that is 
the fact that we sooner or later — usually sooner — discover that our illu- 
sory experience was an illusion. We discover it to have been an illusion 
by checking up with other experiences. If the bedpost appears to us as a 
ghost, we look again and see that it is merely a bedpost. If we hear soft 
music and upon investigation discover that the hum of a motor was mis- 
taken for music, we change our minds and recognize that we had experi- 
enced an illusion. But when we see a person who continues to insist that 
the bedpost is a ghost, or that he hears music in spite of the fact that we 
show him the humming motor, then we conclude that such a person is ex- 


colorée,’” Arch. f. d. ges. Psychol., 1926, 57, 165-301; Wheeler, R. H., The Synaes- 
thesia of a Blind Subject. Univ. Ore. Publ., 1920, 1, No. 5, p. 61. 

An interesting and more recent study of synesthesia, which serves to bring out its 
importance both for the thought process as well as for experimental aesthetics, is con- 
tained in these two articles: Odbert, H. S., Karwoski, T. F., and Eckerson, A. B., 
“ Studics in synesthetic thinking: I. Musical and verbal associations of color and mood,” 
T. gen. Psychol., 1942, 26, 153-173; and Karwoski, T. F., Odbert, H. S., and Osgood, 
C. E., “Studies in synesthetic thinking: IL. The role of form in visual responses to 
music," J. gen. Psychol., 1942, 26, 199-222. 
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periencing abnormal illusions. Illusions due to abnormalities of the sense 
organs, the sensory tracts, or cortical functioning, which are recognized 
as illusions by the patient, might also be called abnormal because of the 
pathological nature of the factors producing them. However, it will add to 
the clarity of thinking if these be termed borderline illusions by way of 
stressing the importance of this factor of recognition or insight. Abnormal 
illusions, those devoid of this factor, are much less frequent. 

This factor of recognition does not loom up so prominently in connec- 
tion with hallucinatory experiences, and ordinarily hallucinations are thus 
regarded as definitely abnormal. However, both eidetic images as well as 
the mental content of some dreams may be viewed as normal hallucina- 
tions. Eidetic projections are normal because the subject is altogether aware 
of the unreal nature of that which he sees or hears. Similarly, the dream 
experiences, as will be brought out below, are to be classified as normal 
hallucinations because the dreamer, upon awakening, is instantly aware of 
the discrepancy between his hallucinated dream images and the world of 
real events. In this context the term normal is being used in the adjustive 
sense, Bearing this in mind, it should be clear that when the psychiatrist 
refers to hallucinations he is referring to processes that indicate maladjust- 
ment, or that make for behavior abnormalities. Both psychiatrists and psy- 
chologists today usually grant that hallucinations may not be technically 
distinct from illusions, but they find it highly practical to use the old and 
somewhat rough distinction, that the illusion is a false perception of an 
objective reality, and that the hallucination is a perception-like process 
without an external object or source. 

Nature of Hallucinations. As has been implied, hallucinations are very 
common among the mentally sick. Most frequent is the kind spoken of as 
auditory hallucinations. Patients complain of voices speaking to them, or 
of hearing music or disagreeable sounds. A patient examined by one of the 
authors heard the sounds of a great battle going on high over her head, 
Another patient, who subsequently recovered, wrote the following descrip- 


tion of his auditory hallucinations: 


. . . Within my range of hearing, but beyond the reach of my understand- 
ing, there was a hellish vocal hum. Now and then I would recognize the sub- 
dued voice of a former friend; now and then I would hear the voices of some 
who I believed were not friends, All these referred to me and uttered what I 
could not clearly distinguish, but knew must be imprecations. Ghostly rappings 
on the walls and ceiling of my room punctuated unintelligible mumblings of in- 
visible persecutors. Those were long nights.** 

12 Beers, Clifford W., The Mind That Found Itself. New York, Doubleday, 1937, 


p. 23. 
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These auditory hallucinations may be loud or very faint, clear or confused, 
single words or lengthy discourses, and may seem near or far away. In one 
curious form known as audible thinking the patient complains that his 
thoughts are so loud that everyone must be able to hear him think. 

Visual hallucinations are also frequent. Visions attractive and unat- 
tractive appear and reappear. These may be very complicated scenes, or 
they may be simple to the degree of mere flashes of light or points of 
brightness. They may be sharp in detail, or they may be vague. They may 
be diminutive in size and they may be gigantic. One patient saw minia- 
ture human beings everywhere, on the trees, buildings, furniture, etc., and 
even attempted to photograph them. Sometimes these visual hallucinations 
are flat, like pictures, and sometimes they will be found to have depth. 
Some of them appear as a veil in front of the patient through which he 
can but dimly see the outside world, while others entirely obliterate the 
outside world. 

Cutaneous hallucinations also occur. Patients report prickling sensa- 
tions, ticklings, blows, caresses, warm and cold experiences, bugs of various 
kinds crawling over them, knives sticking into them, and electric effects 
produced by some unknown villain at a distance. In one instance an elderly 
woman regularly wiped the sheets of her bed before retiring to remove the 
powder which, she insisted, someone regularly put there to annoy her, 

Smell and taste hallucinations are quite common. Usually they are of 
malodorous substances, although sometimes they are of flowers and per- 
fumes. Kinesthetic or static hallucinations do occur, but relatively seldom. 
Patients report that they fly, are lifted up by unseen hands, that their limbs 
were moved for them, and the like. Hallucinations of an organic nature 
are also encountered, Sometimes these are quite specific, as of pregnancy, 
while others are much less definite in nature, as that the “head feels as 
though it were made of wood,” that there is “lead in the stomach,” and 
there are internal cutting, gnawing or biting sensations. 

Rarely are hallucinations enjoyed. The affective tone of the emotional 
reactions is usually unpleasant. The disagreeable and often persecutory na- 
ture of hallucinations makes the patient unhappy, depressed, or terrified. 
He may endure them for a time, but eventually finds them intolerable. 
Usually they stimulate explanatory efforts on his part which involve delu- 
sional formations of psychopathic import. 

18 Unfortunately these are usually designated, even in the technical literature, as 
Lilliputian and Brobdingnagian hallucinations, For further information concerning these 
see; Conklin, Edmund S., “ Photographed Lilliputian hallucinations,” J. nerv. ment. 
Dis., 1926, 62, 135-140; Thomas, C. J. and Fleming, G. W. T. H., “ Lilliputian and 
Brobdingnagian hallucinations occurring simultaneously in a senile patient,” J. ment. 
Sci., 1934, 80, 94-202. 
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A word of warning should be considered at this point. It must not be 
thought that hallucinations are confined to those who are clearly dis- 
eased, nor that the occurrence of an hallucination is a sure sign of insanity. 
As was suggested earlier, the dream experiences of normal minds are hal- 
lucinations; for dream experiences are vivid, seem real and objective, and 
only upon his awakening does the subject of the dream recognize its hal- 
lucinatory nature. But such a recognition immediately differentiates the 
process from the hallucination of the mentally sick. Dreams also occur in 
hypnosis and in other states of extreme abstraction, such as crystal gazing. 
In fact, there seems to be ample evidence to warrant the assertion that 
hallucinations occur, though rarely, in minds which are normal so far as 
anyone knows. Many years ago a British society collected a large number 
of such instances. In some famous cases the question of disease or nor- 
mality, as well as the cause of the hallucinatory-like phenomena, is de- 
batable. Mohammed heard voices and saw visions, Luther saw the devil 
and threw his inkstand at him, Jeanne d’Arc heard voices, Swedenborg 
saw heaven, Columbus is said to have had strange auditory experiences, 
Napoleon visual experiences, and Cromwell a little of both. 

Theory of Hallucination. Such striking phenomena have naturally chal- 
lenged explanation, and as a consequence many theories have been offered. 
Unfortunately, no completely satisfactory explanation is as yet available. 
Some argue for a purely central or cortical explanation. Perhaps the best 
presentation of this is to be found in James’ Principles of Psychology. 
James suggested that the greater intensity and vividness of the hallucina- 
tion, when compared with that of the ordinary memory image, can best 
be accounted for by thinking in terms of the ease or difficulty of onflow 
of excitation through the neural paths of the cortex. If conditions in the 
cortex be such that the normal onflow, or leakage — as he called it — be 
checked or dammed up, then an explosive-like effect is the consequence, 
and the conscious correlate of this explosion is the brilliant hallucination. 
Of course this is altogether speculative; but it is congruent with another 
theory advanced to account for the probable cortical basis for epilepsy. In 
epilepsy there is a sudden loss of consciousness and more or less violent 
motor activity. Hughlings Jackson offered as a theoretical explanation that 
this appeared to be due to a sudden release of inhibitions in some portion 
of the cerebral cortex, with the consequent violent discharge of energy 
from the cortex. This would account for the vigorous motor activity of the 
Seizure, and was also used by Jackson to account for the loss of conscious- 


14 Gurney, E., Myers, F. W. H., and Podmore, F., Phantasms of the Living. Lon- 
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ness. The theory James offered for the explanation of the hallucination is 
thus but the reverse of the Jacksonian theory of the loss of consciousness 
in the epileptic seizure. Furthermore, James did not limit his interpreta- 
tion to conditions of an exclusively cortical nature. He said: “ Wherever 
the normal forward irradiation of intra-cortical excitement through asso- 
ciation-paths is checked, any accidental spontaneous activity or any pe- 
ripheral stimulation (however inadequate at other times) by which a 
brain-center may be visited, sets up a process of full sensational intensity 
therein.” '* He quite evidently recognized the possibility of an hallucina- 
tion having a peripheral stimulus, and this points the way to another the- 
ory which must be considered. 

But first it should be emphasized that there are many instances of hal- 
lucinatory phenomena which seem to be of purely central origin, This 
is especially true of epileptic aurae. The word aurae refers to subjective 
changes by which epileptics are warned of the onset of a seizure, such as the 
appearance of a bright light, some peculiar noise, and even organic sensa- 
tions of a clearly hallucinatory nature. These are supposed to be a part of 
the cerebral disturbance which results in the seizure proper. It should also 
be noted that the ingestion of alcohol, mescal, opium and many other 
drugs produces remarkable phenomena, usually classified as hallucinatory. 
The crawling bugs, snakes and other gruesome sights of the delirium tre- 
mens cases are well known. De Quincey has made the effects of opium fa- 
miliar to all students of literature. Devotees and experimenters alike tell 
of fascinatingly varied geometric patterns and the marvelously colored 
hallucinations produced by mescal.7 Whether this is a purely cerebral in- 
fluence of the drug or whether the effect is attributable to changes in the 
sensory apparatus, is not entirely clear. It seems probable that both modes 
of production may operate. Some of these drug cases are, however, used as 
an argument for the purely central nature of the hallucination. Severe 
headaches, particularly those described by migraine victims, are sometimes 
accompanied by visual hallucinations. These appear as bright lights in zig- 
zags, ovals, star shapes, and angled lines, and are of various colors. These 
also are considered as probably of cortical origin. 

In contrast to the central theory, many have a peripheral theory for the 


16 [bid., p. 128. 

17 An adequate account of the relationship of mescal effects to the general theory 
of hallucinatory experience would require many pages, for a tremendous body of litera- 
ture, literally running into thousands of titles, has been devoted to description and 
analysis of such experience. An excellent survey of the problems involved together with 
helpful bibliographic suggestions is to be found in the following: Klüver, H., “ Mecha- 
nisms of hallucinations,” Chapter X in McNemar, Q., and Merrill, M. A., Studies in 
Personality. New York, McGraw-Hill, 1942. 
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explanation of hallucination. The substance of this theory is that all hal- 
lucinations involve some sensory process, or that there is always some ac- 
tivity of a sense organ, stimulated from without or within the organ, which 
in turn arouses the process known as hallucination. By this theory the ex- 
planation of an auditory hallucination is sought in some abnormality of 
the middle or inner ear, which produces a chronic stimulation of the audi- 
tory apparatus. An example of this would be roaring in the ears, or what is 
technically called tinnitus. If such a stimulus were weak and the conse- 
quent response not strong enough to receive attention, to be isolated and 
recognized, then it might conceivably arouse other auditory activity, the 
cause of which would be unknown to the subject, and thus make this sec- 
ondary response appear to be independent of external stimulation. Simi- 
larly, slight imperfections in the functioning of the retina might cause 
visual hallucinations. Indeed, the argument can be extended to all kinds 
of hallucinations. It is in line with a suggestion made by Sidis to the effect 
that there may be a dissociation of the peripherally excited factor, with the 
subject consequently aware only of the central factors of the process. He 
likened the hallucination to a perception with the sensory core of the 
process omitted or suppressed. If the sensory core of a perception were 
omitted, the remainder would certainly seem very bizarre, and without 
sensory foundation. Of course this is in keeping with the nature of halluci- 
nation, but certain proof for the actual existence of the alleged suppressed 
factor is wanting. 

Psychologically, this theoretical debate is of almost minor importance. 
The patient who hears a battle going on in the air over her head and in- 
sists that it is there even though others are unable to hear it, is obviously 
abnormal. This patient lacks awareness of any external stimulus factor, as 
well as of the abnormality of the experience itself. 

Pseudo-hallucinations. Nevertheless, there are instances where a patient 
does recognize the process experienced as being hallucinatory, even though 
he may be unable to discover any stimulus for the process. Such cases are 
known as pseudo-hallucinations. They are akin to borderline illusions in 
that they are not confused with reality by the subject. As a rule, pseudo- 
hallucinations are partially. controllable: they can be driven away at will, 
although only rarely can they be called up at will. By a slight extension of 
the concept the hallucinations of normal dream life might also be called 
pseudo-hallucinations, since their false nature is recognized retrospectively 
upon awakening. ^ 

Another manifestation of pseudo-hallucinations is the experience of 
having visions of people, flowers, or flashes of color, just prior to falling 
asleep and after the eyes have been closed. The psychophysiological state 
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characterizing the transition between waking and sleeping is called the 
hypnagogic state, and hence these experiences are traditionally known as 
hypnagogic hallucinations. They are somewhat like eidetic images in that 
they are perceived as external to the body, even though their imaginal 
status is recognized. The fact that the dozing subject does not accept them 
as genuine hallucinations justifies their classification as pseudo-hallucina- 
tions. What causes them has not yet been established. Some authorities 
have regarded them as a consequence of peripheral stimulation, assuming 
that some photo-chemical change in the retina is the primary instigating 
factor. However, since hypnagogic hallucinations "8 involving tactual and 
kinesthetic modalities have also been reported, this appeal to retinal fac- 
tors is hardly adequate. Central factors must also be considered, either as 
accessory or as primary determinants. 

Psychodynamic Factors. The central factors just mentioned have to do 
with the influence of sets and determining tendencies in shaping the course 
of perception in general. As applied to illusions and hallucinations it is, of 
course, well known that their content is often a product of some wish or 
need. The oasis perceived in the mirage of a desert traveler is a stock ex- 
ample of this psychodynamic process. A wish can be father to the percep- 
tion as well as to the thought. Hence illusions and hallucinations of the 
mentally sick are often to be viewed as expressions of their inner conflicts. 
In many respects the somewhat vague term central factors introduced to 
account for the abnormalities of perception discussed in this chapter, may 
legitimately be construed as having reference to such inner conflicts. Mes- 
cal, for example, may produce both hallucinatory and delusional phe- 
nomena. Klüver?" has brought this out effectively by citing the observa- 
tion of a British neurologist, S. A. K. Wilson, one of whose mescal patients 
was discovered “ crawling about the floor with extreme care, but averred 
he was a fly walking on the ceiling upside down and that if he moved 
quickly he would fall and be injured.” This means that over and above the 
bearing of hallucinatory and illusory phenomena on the general theory of 
perception, their relevance for clinical practice must not be overlooked, 
Knowledge of the content of a patient's hallucinations aids the clinician 
in getting at some of the psychodynamic factors involved. Under given 
circumstances, such knowledge can be of help in both diagnosis and 
therapy. 


18 For a very informative study of hypnagogic hallucination see Leaning, F. E., 
“An introductory study of hypnagogic phenomena,” Proc. Soc. psych. Res., Lond., 
1925, 35, 289-403. 

19 Of. cit., pp. 196-197. 


5. Abnormalities of Memory and 
Speech 


Even POPULAR psycHoLocy has taken over technical terms like amnesia 
and aphasia as designations for serious disturbances of memory and speech 
respectively. Both memory and speech functions are so manifestly impor- 
tant for adequate adjustment, that their impairment is likely to result in 
the kind of abnormality easily recognizable as such by the average person. 

In terms of a broad frame of reference, memory and speech disturb- 
ances may be viewed as disturbances of ideational, as opposed to motor, 
phenomena. The close relationship between language symbols and the un- 
derstanding and expression of ideas and concepts should be evident after 
a moment's reflection. People complain of poor memory when they have 
difficulty recalling what they heard or read recently, or when they have 
difficulty in finding the appropriate words to describe what has been ob- 
served or experienced. It is not unlikely that our inability to recall much 
of what happened to us in early infancy is due to the absence of speech, 
In fact, the phrase “ to memorize” refers to the verbatim mastery of a se- 
ries of language symbols. This bit of common-sense psychology also serves 
to demonstrate the interdependence of memory processes and speech. It is 
thus altogether appropriate to consider abnormalities of speech and mem- 
ory as related in the same way as abnormalities of sensation and perception 
were seen to be related. 


OUTLINE OF MEMORY DISTURBANCES 


In considering disturbances of memory it is well to guard against the 


fallacy of reification occasioned by the act of abstracting one aspect of 
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mental life and treating it as if it had independent existence. Memory, in 
other words, is not a separate or detachable force, power, or process func- 
tioning independently of attention, imagination, intelligence, volition, as- 
sociation, perception, and other phases of cognitive activity considered in 
courses in elementary psychology. All such phases are integral parts of the 
complexities of ideation. 

It is only in the interests of descriptive convenience that the psycholo- 
gist is justified in singling out one phase and treating it as if it could op- 
erate in isolation from all the others. Even the act of answering a simple 
question like “ What were you doing this morning? " is not exclusively a 
function of the memory process. By reflecting upon the act in question, 
one can easily appreciate the multiplicity of mental functions involved. To 
answer the question one must perceive it, and this involves both sensory 
and perceptual factors. In addition, clear perception implies adequate at- 
tention and the latter may require inhibition of distracting impulses. Such 
inhibition obviously involves what people call will power or volition. In 
this way one could proceed to demonstrate that all, or almost all, mental 
functions are implicated in answering this question, even motivation, in- 
terest, and other dynamic aspects of mental life. The essential unity of this 
complex life should not be overlooked as any one aspect of it is singled out 
for separate study and analysis. 

We must also realize that memory should not be studied independently 
of the learning process in general. Thus, abnormalities of memory might 
also be regarded as abnormalities of the learning process. The only justifi- 
cation for segregating memory from the learning process in general is the 
importance of language in the life of man; for memory functions are espe- 
cially closely related to the kind of learning mediated by language symbols. 
It is for this reason that one can speak of memorizing a poem or a chemi- 
cal formula, but not of memorizing a complex maneuver like a surgical 
operation or any other act of skill. 

A Fourfold Division. Reference to discussions of memory in textbooks 
of elementary psychology, as the student may recall, will reveal a tradi- 
tional division of the topic into four parts. One of these has to do with 
initial learning or impression or fixation. The terminology varies, but the 
meaning is the same: memory requires fixation of the material to be 
learned. The duration of the effects of learning constitutes the second part 
of this conventional division. Some modification of the nervous system 
has taken place as a consequence of the learning although the precise neu- 
rological nature of this modification is unknown. In everyday language one 
says that successful memorization is revealed by adequate retention, over 
a period of time, of that which has been learned. Retention thus refers to 
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the inferred modification of the neural basis of memory processes. The 
third and fourth aspects of the memory process have to do with recall and 
recognition respectively. These are related but by no means identical mem- 
ory functions. As will soon be made clear, recall can occur in the absence 
of recognition, and recognition can occur in the absence of recall. This 
traditional fourfold analysis of the total memory process supplies a con- 
venient frame of reference for the discussion of memory abnormalities. 
The latter include amnesia, or loss of ability to recall or recognize that 
which the normal learner would not forget, paramnesia or the distortion of 
memories, and hypermnesia or an extreme facilitation of the memory 
process. 


FIXATION AND RETENTION AMNESIAS 


Many abnormalities of memory are consequences of inadequacies of the 
fixation phase of the learning process. That which is but vaguely sensed or 
perceived makes so poor an impression that its subsequent recall or repro- 
duction is not likely. Many conditions may operate to make the impression 
vague. Disturbance of attention because of fatigue, excitement, or any 
strong emotional upheaval may interfere with fixation. Incidents which 
arouse no more than a marginal consciousness are likely to be recalled with 
difficulty because of the vagueness of the impression. 

Anterograde Amnesia. Stuporous, drugged, confused states, whatever 
may be their cause, obviously make a detailed impression impossible. The 
amnesia resulting from this is called anterograde amnesia. Occasionally 
patients will be found whose nervous system is in such a condition that no 
new impression is ever recalled. Sometimes this is called continuous am- 
nesia. Such patients recall their earlier past with approximately normal 
facility, and go about a routine detail of life quite well. They will meet 
néw people and new situations with attention and apparent understand- 
ing, but a little later will be quite unable to recall any vestige of the ex- 
perience. They may not remember that they have eaten a meal shortly 
after it has been concluded. Some forms of epileptic seizure leave the sub- 
ject for hours, sometimes even for days, in a semi-confused or automatic 
state from which there is subsequently no recall of happenings. Such states 
occasionally provide a serious complication in criminal cases, either through 
their unsuspected presence, or through their pretended presence as a means 
of dishonest defense. 

The Psychophysiology of Memory. Both everyday experience and labo- 
ratory experiment serve to demonstrate that the effects of learning tend to 
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disappear with the lapse of time. The speed of forgetting varies with a 
variety of conditions. A long list of nonsense syllables is less well retained 
than a short one. The adequacy of retention is also influenced by the 
activities indulged in after learning has taken place. There will be less for- 
getting of a series of nonsense syllables if the learner sleeps for eight hours 
immediately following his learning, than if he spends the next eight hours 
going to the movies, playing bridge, reading a story, and chatting with his 
friends. Effective learning seems to require time for the consolidation of 
whatever changes the process of learning induces in the tissues of the nerv- 
ous system. This is, of course, little more than a speculative inference re- 
garding the physiological aspects of the learning process.’ Nevertheless, 
there can be little doubt regarding the bearing of some such consolidating 
process on retention. 

Similarly, it appears certain that retention is also a function of such 
factors as meaning and familiarity of the material to be learned. The stu- 
dent of elementary psychology taking a laboratory course usually discovers 
that meaningful material is more readily mastered than nonsense material, 
and that numbers arranged in random order are not as easily memorized 
` as those organized according to a fixed principle. Retention is also influ- 
enced by emotional factors? All these familiar psychological facts must 
not be overlooked in considering the pathology of retention. 

In other words, we must differentiate between normal and abnormal 
forgetting. Indeed, the term amnesia might well be restricted to memory 
lapses of pathological import. The normal curve of forgetting character- 
izing the retention of a series of nonsense syllables learned to the level of 
a single errorless repetition, is thus not a curve of amnesia in this restricted 
application of the concept. Amnesia has to do with forgetting due to such 
factors as emotional conflict, destruction of brain tissue, toxins in the blood 
stream, fevers, infections, and disturbances of cerebral circulation. 

Retentiveness and Ribot's Law. In appraising the nature and magni- 
tude of amnesic states, it is necessary to take into account the fact that 
people differ from one another in what has been called native retentive- 
ness. Perhaps this is not a native matter at all but one of acquired physio- 


1 Cf. Hathaway, S. R., Physiological Psychology. New York, Appleton-Century- 
Crofts, 1942, pp- 268-283. For a survey of the traditional theories of the physiological 
basis of mnemonic functions consult Rignano, E., Biological Memory. New York, Har- 
court, Brace, 1926. 

* An excellent account of this phase of the learning process is to be found in the 
following volume: Katona, G., Organizing and Memorizing. New York, Columbia Univ. 
Press, 1940. 

3 Cf. Rapaport, D., Emotions and Memory. Baltimore, Williams and Wilkins, 
1942. 
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logical difference; whatever it may be, it is largely beyond our control and 
knowledge. The normal fading out of the impression, especially of mean- 
ingful material, eventually reaches a point of little change, and we have 
that residuum which remains with us for relatively long periods of time. 
Degeneration as the result of injury or disease may obliterate this re- 
siduum. Cases of this form of amnesia are frequent. 

Sometimes the amount of the loss is progressive, as in general paralysis 
— a syphilitic degeneration of the cortex which, from first disturbing the 
recallability of recent and minor items, gradually spreads to a complete 
amnesia for all of the past life. This illustrates what Ribot long ago 
termed the law of regression: in memory disturbances the recall of the 
most recent experiences is the first to suffer disturbance, and then the 
effect spreads progressively to the older memories. While this law cannot 
be said to hold for all forms of amnesia, it certainly does apply in many 
cases. Sometimes only a certain period of the past is obliterated, Burnham * 
quotes the following illustrative case: 


Female, 17 yrs. . . . “In the spring of last year while attending the uni- 
versity I became exhausted through overwork. One afternoon when returning 
home something seemed to snap in my head and it went whirling, This itself is 
clear in memory, but how I got home and what happened in the next three 
days or in the whole preceding month are forgotten. Of course from what has 
been told me I know now about what did happen but it is still impersonal as a 
story. I have no memory of the lessons we studied, and though during the time 
I was sick and before it I wrote verses constantly, I do not know them now or 


recognize them as my own work." 


Retrograde and Retroactive Amnesia. In another case, the injury re- 
ceived in an automobile accident obliterated a considerable portion of the 
patient’s past, He supplied the missing information for himself subse- 
quently by most astute quizzing of his associates, but, as in the case of the 
girl just quoted, the information was impersonal and without recollection 
or placement in his own past. Instances are reported of severe fevers re- 
sulting in the loss of all knowledge of some language with which the pa- 
tient had previously been familiar. In contradistinction to the anterograde 
type this form of amnesia is often referred to as retrograde amnesia. 

There is a closely related form of amnesia, usually designated as retro- 
active amnesia, which is somewhat difficult to classify. It might be placed 
either in this group, or among those due to disturbance of the impression, 
because it partakes of the characteristics of each. The following example 
will illustrate the case: 

* Burnham, W. H., “ Retroactive amnesia," Amer. J. Psychol., 1903, 14, 382-396. 
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College student, male. Left his laboratory work between half-past three and 
four in the afternoon for football practice, went to the gymnasium, dressed, 
went out on the field and played, was injured about half-past four, continued to 
play in a dazed condition and did not regain consciousness until ten o’clock 
that evening. A part of his own description written the next day follows: 
“Some time Thursday afternoon I left psychology laboratory to go and play a 
game of football — I do not know the exact time — or at least I don’t remem- 
ber the time. According to students and coaches, I went to the Gym., I dressed, 
went out on the field, played almost all of the game, they say I played center, 
they also say that I played a good defensive game, but at times I just passed the 
ball back at will — a couple of times I passed the ball over their heads. After 
the game I walked and talked normally, but at times I went off at a tangent and 
asked the boys to feel my head. . . . I told the boys that I knew them, I did 
not know my locker number, I did not know how to open it. I wanted to take 
two showers, I combed my hair four times, . . . We went out and I drove the 
car to the . , . frat house, went in and had dinner. . . . All this I do not re- 
member, others have told me of my actions.” 


The remarkable thing here is not the automatic activity after the boy 
was injured, but the fact that he does not recall leaving his laboratory, 
dressing for the game, the beginning of the game, nor any of its events up 
to the time of his injury — that he does not now recall events which took 
place some little time prior to the injury. It is the backward-working effect 
on events experienced just prior to the injury to which the concept of 
retroaction refers. It is as if the injury disrupted an active process of con- 
solidation, while in ordinary retrograde amnesia an already consolidated 
memory is obliterated. Incidentally, this process of consolidation is very 
likely responsible for some of the superiority of spaced over unspaced repe- 
titions demonstrated in studies of retention of college lectures. 


DISORDERS OF RECALL 


In the disorders of retention as conventionally classified it is assumed 
that the neural residues of experience have been altogether wiped out, so 
that the memory in question cannot be reinstated by any means whatso- 
ever. Complete obliteration of this kind was attributed to the cases of 
retrograde and retroactive amnesia discussed above. In the cases which fol- 
low the memory disruption is of a different kind. The chief difficulty con- 
cerns ordinary recall or reproduction, which appears to be obliterated upon 
superficial examination of the patient, However, the seemingly destroyed 
memory can often be restored by specialized techniques such as hypnosis, 
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the administration of pentothal, or by crystal gazing. The reinstatement 
of the inaccessible memory can also on occasion be noted in the content of 
the patient’s dreams. 

It is as if the “lost memory” were not destroyed but merely dissoci- 
ated or blocked. These words are convenient designations for whatever 
psychoneural process is responsible for those familiar, everyday annoyances 
in which, despite resolute effort, we find ourselves unable to recall a name 
or some event altogether familiar to us. Often, later in the day, when the 
matter is no longer in the focus of consciousness, the sought-for memory 
may emerge with unexpected suddenness. This everyday kind of dissocia- 
tion or blocking may assume abnormal proportions, so that either almost 
all of the patient's past may be refractory to recall, or else some more cir- 
cumscribed episode of his past may be involved. ‘The former may be called 
diffuse amnesia and the latter restricted amnesia. Let us take these up 
in order. 

Diffuse Amnesia. Cases of complete amnesia embracing the entire past 
of the individual, while fortunately not frequent, have nevertheless been 
reported in considerable detail. One of the most famous is known as the 
Hanna case.’ In this case, as the consequence of a fall and head injury, the 
patient was seemingly amnesic for everything that he had ever experienced, 
There was no recognition of himself or his relatives or friends, He seemed 
to be as ignorant as an infant. All the simple details of everyday life had 
to be relearned. Days and weeks of the new life passed during which his 
new acquisitions constituted his whole knowledge. Eventually, his memory 
was restored by skillful treatment. It should be observed, however, in read- 
ing about this and similar cases, that such patients relearn with astonishing 
Tapidity, which suggests an actual influence of the old habits upon the 
telearning. It should also be noted that the past frequently makes itself 
felt in dream states of such amnesic patients. These facts, as well as that 
of the eventual restoration, show that the past was still retained and that 
the injury had merely made impossible for a considerable time the func- 
tioning of the normal process of reproduction. 

Shortly after the First World War McDougall * reported a few Army 
cases where the loss of memory was not quite so complete, removing every- 
thing except the accomplishments of the first eighteen months of life, and 
thus carrying the individual back to the behavior of infancy. In one of 
these cases there were some curious omissions in the completeness of the 


5 Sidis, B., and Goodhart, S. P., Multiple Personality. New York, Appleton- 


Century, 1905, Part II. 
* MeDoogall Wm., “Four cases of regression in soldiers,” J. abnorm. Psychol., 


1920-21, 15, 136-156. 
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amnesia, as, for example, the retention of the smoking habit, although the 
person was otherwise childlike in his behavior. 

Restricted Amnesia. Of course World War Two also produced many 
cases of amnesic disturbances. Many of these were treated by the injection 
of such drugs as sodium amytal or sodium pentothal? which produce a 
hypnoidal effect facilitating the restoration of dissociated or blocked mem- 
ory states. The bulk of these cases reported had to do with restricted rather 
than diffuse amnesia. In the older literature, these were often referred to as 
“ shellshock ” cases, but this term was not applied to the World War Two 
cases. Many of them are not at all different from cases taking place in non- 
military life and often diagnosed as hysterical amnesias. T' hey will be con- 
sidered in greater detail under the subject of hysteria. In the present 
context it is enough to point out the bearing of such cases of restricted 
amnesia on the general topic of memory abnormalities. The following case 
reported by Thom and Fenton * furnishes a good picture of this type of 
amnesia: 


The patient’s family and personal history are negative. Entered Base Hos- 
pital 117 . . . and at that time had a complete amnesia for all events from the 
morning of April 11, 1918, up to and including October 25. The last event that 
he remembered prior to the onset of his amnesia was landing in Liverpool and 
the first part of his march from the docks to the train. The intervening six 
months and fourteen days were a complete blank and his first recollection after 
this amnesic period was being arrested by one of the military police whom he 
told he was looking for his lieutenant . . . . Because all events prior to his 
landing in England, that is, including his early life, his occupational and school 
history and military life, were intact — but the patient could not by associative 
methods go beyond experiences on arriving at Liverpool — the patient was sub- 
jected to hypnosis and the entire memory restored in about two hours. 


Both the restricted and dissociative nature of the amnesia should be ob- 
served in this case. It was confined to a particular period of the patient's 
life, limited to events subsequent to his arrival in England and lasting a 
little over six months. Furthermore, the restorability of the memory loss 
points to its dissociative nature, This means that the material for mem- 
ory of the disturbed period was conserved, but isolated from the central 
streams of ideation by some sort of dissociative inhibition or blocking. 


* An informative account of the use of these drugs is supplied by the following 
book: Grinker, R. R., and Spiegel, J. P., Men Under Stress. Philadelphia, Blakiston, 
1945. 

5 Thom, D. A., and Fenton, N., Amer. J. Insanity, 1920, 76, 437—448. (This case, 
PP- 441-442.) 
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Dissociations of the latter kind may be even more delimited than the 
case in question suggests, and may be so restricted as to simulate paralysis 
of a given portion of the body. Under such circumstances, the patient 
seems to have "forgotten" how to move the affected part. All cases of 
hysterical paralyses are thus to be viewed as disturbances of an amnesic 
nature. In these cases, the patients are unable to think in terms of the lost 
function. They are unable to move hand, arm or leg, as the case may be, 
because they are unable to think o£ doing so. The possibility of function 
remains intact, as is proved by the presence of reflexes, appearance of the 
function in sleep, and its continued restorability, but the patient cannot 
think of walking, talking, or using the arm, and so is as helpless as though 
the paralysis were of an organic nature. The disturbance takes the form 
of an amnesia for that particular function. While the explanation of such 
curious cases will receive more complete discussion in the sections devoted 
to the subject of hysteria, their essential nature as an amnesia through dis- 
turbance of the process of recall merits explicit emphasis here. 


DISORDERS OF RECOGNITION 


When memory is unimpaired, the process of recognition is character- 
ized by a feeling of familiarity. Such a feeling may be regarded as the hall- 
mark of recognition. Disturbances of recognition consequently lend them- 
selves to description in terms of the presence, absence, or erroneous arousal 
of this feeling. The resulting distortion of memory is often referred to as 
à paramnesia. These distortions may take various forms, and can be listed 
as follows: (1) Recall or perception without recognition, or the illusion of 
the “ never-seen.” (2) Recognition without recall, or the illusion of “ hav- 
ing seen.” (3) Paramnesia due to “ unconscious inference. (4) Retroac- 
tive paramnesia. The nature of these paramnesias will be better understood 
by discussing each form separately. 

Recall without Recognition. The first variety connected with the illu- 
sion of the “ never-seen ” is bound up with a failure to recognize previously 
experienced scenes which would ordinarily arouse instant feelings of fa- 
miliarity in the normal person. One of Burnham's * Patients has supplied 
an excellent account of the rather bizarre nature of this memory disturb- 
ance. The patient’s own formulation is worth repeating here: 


One morning while on my way to the city I left the house and walked to- 
ward the place where I was to take the street car, a distance of four short blocks, 


? Burnham, W. H., “ Retroactive amnesia,” Amer. J. Psychol., 1903, 14, 382-396. 
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a route traversed by me almost daily since I returned from . . . and one quite 
familiar to me before I went away. I walked along absorbed in thought, when 
I suddenly found myself in a strange place. I looked ahead, to the right and to 
the left, and then turned and walked back, but in no direction could I see any- 
thing I had ever seen before. I walked back to the street I had last crossed and 
looked about as before, with the same result. Still it did not seem possible that 
I could have gone astray, as I could not have found strange ground by following 
the street I had started on without going a considerable distance, and I did not 
think I had been walking more than two or three minutes, and I did not think 
I had turned from that street. As there was nothing in sight which I could rec- 
ognize I tried to recall the looks of the houses on my usual route and to com- 
pare them with those in sight, but I could not visualize them sufficiently to 
make a comparison. . . . I concluded to go on, and did so, coming to a street 
with cartracks within less than a block, but there was nothing familiar, in fact 
nothing I could recognize as having seen before. I waited till a car came along 
and read on it the sign of the line of cars I was accustomed to take and so 
boarded the car and got safely to the city. 


This patient was a professional man who had been suffering for some 
months from overwork, and possibly from some nervous disease as well. 
The defective functioning of recognition is obvious. Still, the subject was 
not reduced to a mere mass of sensory presentations. He did perceive build- 
ings as being buildings, houses as houses, and streetcars as streetcars; but 
there was a failure of that more elaborate arousal of the feeling of famil- 
iarity in which the process of recognition is rooted. 

In this case, extreme fatigue may have been the chief factor responsible 
for the disruption of the memory process. There may be, however, in- 
stances of failure to recognize familiar objects which are of an hysterical 
nature, where the complete arousal of the recognition is blocked by some 
dynamism of blame avoidance. The discussion of this will be resumed in 
the chapter on hysterical phenomena, but the fatigue effect needs to be 
emphasized here because it may also be present as a contributing factor in 
the hysterical cases. One may also question whether fatigue alone could 
produce so elaborate a disturbance of recognition. In many cases, emo- 
tional factors are known to be operative. Fatigue verging on exhaustion 
combined with emotional excitement constitutes a more plausible ex- 
planation. 

Recognition without Recall. The second variety of these abnormalities 
has to do with recognition of the familiar in conjunction with essentially 
new or novel experiences, It is sometimes called the illusion of “ having 
seen,” or by the French phrase déjà vu. It has been said that thirty out of 
every hundred people experience this at some time. Certainly it is a com- 
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mon phenomenon, and is exemplified by the experience of a tourist who 
was tramping through strange mountain territory when he came upon a 
clearing in which everything appeared familiar. He seemed to have seen 
all this before, although at the same time he realized that he was gazing 
upon it for the first time. In another instance, a man who had never been 
west of Chicago had business which took him into a town in Iowa. As he 
started up the street of the town he was surprised to find it familiar, as if 
he had seen it all before. 

Explanations of such experiences vary somewhat, and it is likely that 
the correct explanation of one false recognition may not always apply in 
every detail to all others. Both of the foregoing cases may be more closely 
allied than appears at first to the cases of complete failure to recognize de- 
scribed above. Certain features of the situations presented may actually 
resemble some situations frequently experienced before. Normally, these 
features would be singled out for attention by the process of recognition; 
but the complete process of recognition may not take place because of 
fatigue — the possibility of fatigue is particularly likely in the mountain- 
climbing case. The familiar items might thus, because of the exhausted 
condition, fail to arouse complete recognition, and yet arouse some feeling 
of familiarity. This vague feeling of familiarity would then come to be so 
pervasive as to include the totality of the situation. As has been men- 
tioned, such paramnesias are known to occur more commonly when people 
are both tired out and emotionally aroused. 

A still simpler possibility is that before actually coming out into the 
opening, the mountain climber caught glimpses of portions of the scene, 
as he struggled up through the trees, and that these were sufficient to pro- 
duce a partial recognition when he confronted the whole scene, the fatigue 
preventing recall of the preliminary glimpses. ‘The same may be true of the 
man visiting the Iowa town. He may have started up the street, then paused 
to look in a store window rather absent-mindedly. Upon turning again and 
taking a good look ahead he might easily experience a partial process of 
recognition — partial because of the failure to relate the present view to 
the exploratory up-street glances prior to his looking into the store win- 
dow. If the recognition had been complete it would have included mem- 
ory for the earlier glimpses of the street scene and an understanding of the 
feeling of familiarity. 

Paramnesia Due to “ Unconscious Inference.” The third group of par- 
amnesias, those having to do with “ unconscious inference,” is important 
on account of its bearing on many everyday misunderstandings. It is also 
related to contradictions in courtroom testimony not attributable to per- 
jury on the part of some witness. In the psychological laboratory, experi- 
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mental studies of memory have long shown the inaccuracies appearing in 
testimony given by the most honest observers.*® Items which might have 
occurred, and are wholly consonant with those items which did occur, are 
often included in the testimonies with complete confidence in their ac- 
curacy. After a few repetitions, portions of testimony at first given with 
caution as possibly inferential and not factual are rapidly included along 
with items actually observed. Upon subsequent repetition of the story, 
items which at first were but inferential are recognized as having been 
present in the consciousness before. This secondary recognition is confused 
with the recognition aroused by the reproduction of events actually part of 
the original situation. If the subject at the time of the original experience 
was fatigued or emotionally excited, then the original impression is apt to 
be faint or distorted. This provides an excellent basis for illusions of ob- 
servation, as well as for imperfections in subsequent recall. 

In the study of abnormal and borderline phenomena this form of mem- 
ory falsification must be kept in mind constantly. Case histories, whether 
obtained from patients or relatives, are subject to such sources of error. Pa- 
tients who have experienced some abnormal mental state are so disturbed 
emotionally that their reports are often far from reliable. Tales of dreams 
that came true, alleged telepathic experiences, apparitions, the events of 
spiritistic séances, reports of the conduct of those suspected of insanity, 
must all be checked in every possible way to eliminate such errors. 

Retroactive Paramnesia. The fourth kind of warped recognition is 
termed retroactive paramnesia. As is commonly known, recollections of the 
distant past are peculiarly subject to distortion by the inclusion of one’s 
personal recollections of what others have said has happened. This is es- 
pecially true of memories of childhood. We have so often heard from our 
elders that we did certain exceptionally brilliant things in our childhood, 
and have ourselves been guilty of occasionally relating the incidents, that 
we find ourselves recalling the time when the events occurred. That which 
we could not originally recall becomes fitted into our recollections through 
the reports of our elders. Again, there is confusion between the recogni- 
tions of our own actual experience as a child, and the recognition of hear- 
ing others tell of our childhood doings. Alterations due to the process of 
forgetting will point up the similarities, so that the distinction is lost. 
If this were the only way in which this process of retroactive paramnesia 
falsified our memories, it would not be serious. We are, however, also prone 
to confuse the memory of fantasies with the past, and thus eventually fail 
to distinguish fact from fantasy. 


10 For an excellent account of some of these studies see Bartlett, F. C., Remem- 
bering. New York, Macmillan, 1932. 
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The importance of fantasy for understanding abnormal mental phe- 
nomena has become increasingly recognized in recent decades. It is one 
teason why psychoanalysts are interested in the Kinds of dreams their pa- 
tients report, and why clinical psychologists employ various projective 
techniques to arouse fantasies in the individual being studied. Fantasied 
constructions often reveal both significant memories, as well as trouble- 
some urges and frustrations. Because both waking recollections and. pro- 
jected fantasies are subject to the influence of retroactive paramnesia, the 
alert investigator must be on his guard against accepting all alleged fan- 
tasy as devoid of factual elements, and all alleged memory as devoid of 
elements of fantasy. 


HYPERMNESIA 


In contrast to the defects which result in the various forms of amnesia, 
there are the conditions which produce an exaggerated or heightened re- 
call known as hypermnesia, Strictly speaking, hypermnesia signifies a con- 
dition in which there is an extraordinary facility of all four of the aspects 
of the memory process — impression, retention, recall, and recognition. 
The term is most often used, however, to designate conditions which re- 
Sult in extraordinary facile recall, whether there be recognition or not. Ac- 
tually, then, it is not an abnormally heightened memory in the full sense 
of the word; but a facilitation of the process of representation. 

Dreams are often said to be hypermnesic because of the frequent re- 
presentation therein of childhood experiences which could by no effort be 
voluntarily recalled. Hypnosis also lends itself to the heightening of repro- 
duction, but not necessarily of recognition. Crystal gazing will also often 
reproduce former experiences which the subject can neither recall nor rec- 
ognize, but which can be proved to be products of earlier perceptions. Ac- 
companying maniacal excitement, there is sometimes an acceleration of 
ideas which is characterized by hypermnesia. Some toxic conditions may 
exercise a similar facilitating effect on the memory process. 

Retroactive Hypermnesia. In addition, according to some reports, the 
excitement of impending death by drowning or accident forces the recall 
of “all of the past life." If this is true, it would of course be a most re- 
markable instance of hypermnesia. Professor Stratton ?* has given us a most 
valuable study of such phenomena. Here is one of his cases: “ One who at 
the time (San Francisco earthquake) was in a condition of hypomania 

7: Stratton, G. M., “ Retroactive hypermnesia and other emotional effects on 
memory," Psycho]. Rey., 1919, 26, 474-486. 
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told me his surprise at the marked freshening of all his memories; it seemed 
to him that he could clearly recall the substance of every book he had ever 
read, and I know him to have been a very wide reader.” Apparently it is 
safe to say that emotional excitement may sometimes precipitate a hy- 
permnesic state, On occasion, the emotional factor may also exercise a 
retroactive effect; for Stratton reports many cases demonstrating a greatly 
increased clearness of recall for events of several hours prior to the emo- 
tional arousal. In the study of amnesias it was pointed out that shock may 
disrupt the assumed process of memory consolidation, and thus give rise 
to retroactive amnesia. Perhaps strong emotion has the reverse effect of 
intensifying the consolidative process and of thus heightening the possibil- 
ity of subsequent recall, producing a retroactive hypermnesia. 


MEASUREMENT OF MEMORY EFFICIENCY 


In his professional work the clinical psychologist is often called upon 
to appraise the memory efficiency of psychiatric and neurological patients. 
As has been pointed out, memory functions may be disturbed by actual 
damage to brain tissues, as well as by emotional factors. In addition, de- 
terioration incident to the advent of senility exercises an adverse effect on 
such functions. Toxic factors are also known to produce such an effect. If 
the effect is very marked, serious maladjustment is the inevitable conse- 
quence. It therefore is exceedingly important in many cases to obtain a 
measure of the degree to which a patient’s memory processes have been 
disturbed by any of the etiological factors just mentioned. Both diagnosis 
and treatment may be influenced by the results of such psychological 
measurement. 

The Wechsler Memory Scale. The latest and probably the best of the 
instruments to be employed for this purpose is the Wechsler Memory 
Scale’? It is an outgrowth of earlier clinical techniques, as well as of meth- 
ods developed for the experimental study of memory in the psychological 
laboratory.’* Despite the fact that the entire scale can be administered in 
about fifteen minutes, it yields information on the possible existence of 
aphasic as well as of amnesic disturbances. This is accomplished by hav- 
ing the scale include simple questions dealing with “ personal and current 
information,” and with orientation in time and place. There are five sets 


+2 Wechsler, D., “ A standardized memory scale for clinical use,” J. Psychol., 1945, 
19, 87-95. 

is See Woodworth, R. S., Experimental Psychology. New York, Henry Holt, 1938, 
PP. 5-91. 
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of additional items: a test of mental control, requiring the subject to recite 
the alphabet, to count backwards, and to count by threes; a test of logical 
memory, involving the immediate recall of passages akin to brief news re- 
ports; a test of memory span. for digits; a test of visual reproduction in 
which the subject is permitted to inspect simple designs for a period of ten 
seconds, and is then required to draw them from memory; and finally a 
test of associate learning, in which the subject is given three trials to learn 
a list of ten paired associates. 

One advantage of this Wechsler Scale is that it permits the examiner 
to allow for the reduction in memory efficiency resulting from normal 
aging, as opposed to changes due to brain pathology. In addition, norms 
are provided by means of which the relation between memory efficiency 
and general intellectual competence can be ascertained in approximate 
fashion, This is done by working out the subject's memory quotient on the 
basis of his test results, and comparing this quotient with his intelligence 
quotient. This kind of comparison can be useful to a clinician in enabling 
him to appraise the magnitude of psychological impairment caused by 
brain injury, cerebral deterioration, chronie alcoholism, and kindred causes 
of abnormalities of memory, judgment, and other mental functions. 


SPEECH DISTURBANCES 


Disturbances of speech are of interest to the abnormal psychologist not 
only because they constitute abnormalities demanding study and explana- 
tion in their own right, but also because of their derivative effects on per- 
Sonality development and adjustment. The child afflicted with a speech 
handicap is apt to be the victim of humiliating taunts by thoughtless or 
Vicious playmates, so that attitudes of self-disparagement or of brooding 
resentment are easily engendered. The person who stutters is confronted 
with difficulties all along the line, both in and out of school. Not only the 
reading class but also the dancing class may cause him to regret that so 
much of what people do depends on verbal facility. Because of his speech 
handicap he may have to turn his back on what are to him otherwise allur- 
ing vocational and professional choices. In fact, he may be limited to jobs 
of a monotonous or solitary character. It should be obvious that the stut- 
terer is exposed to many more social deprivations and frustrations than his 
voluble neighbor. 

Since speech is one of the chief instruments of promoting inter-personal 
relationships, children with serious speech handicaps are, of course, cut off 
from €asy participation in such relationships. Their inner life is conse- 
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hesitations in speech arouses tensions in him; to him they are signals of 
catastrophic import. As a result, he becomes panic-stricken when the 
thythm of his speech is threatened by what the normal speaker would 
regard as a harmless hesitation. 

Stuttering as an “Evaluational Disorder.” The stutterer has come to 
prize fluency so highly that he becomes emotionally aroused at the thought 
of being non-fluent. He places an abnormal value on fluency for its own 
sake, and asa consequence his speech becomes abnormal. For this reason, 
Johnson classifies stuttering as “an evaluational disorder.” In terms of a 
broad perspective, this would mean that a culture which places a great 
premium on the prestige value of effective speech might thus have more 
mental abnormality in which language troubles are the focus of the mal- 
adjustment, than a culture in which individual differences in eloquence 
are ignored. 

This theoretic expectation has received a measure of confirmation in 
some anthropological observations. Among the Bantu in Africa, reported 
by Klineberg,'* Dr. Gordon Brown found great stress placed upon the abil- 
ity to be eloquent, with the result that “the most prevalent mental dis- 
turbance is in youths who realize that they are unable to become finished 
speakers.” On the other hand, Johnson *° reports that he and his students 
have found stuttering to be practically non-existent among North Ameri- 
can Indians. Apparently they do not even have an Indian word for stutter- 
ing. This Indian freedom from stuttering, Johnson believes, can be ac- 
counted for by the way in which Indian children are reared. No attention 
is paid to problems of pronunciation. Whatever manner of speech a 
youngster chances to use is accepted for what it is. The result of this 
freedom from censure or criticism for what in our culture would be 
stigmatized as blunders, is an absence of anxiety about matters of speech. 
As Johnson sees it, the Indian youngster can afford to be non-fluent with 
complete equanimity; hence no stuttering. In terms of this view, stuttering 
is like stage-fright in being an emotional disturbance. There is no need to 
posit any neural pathology or disorder of cerebral control to account for it, 
as some specialists have held. What such a neurological theory implies can 
perhaps best be outlined by considering the work of Travis and his co- 
workers. 

Defective Physiological Dominance. Many physiologists conceive of 
growth and development in terms of what they call gradients of excitation. 
This concerns variations in the intensity of metabolic reactions to stimula- 
tion so that, as applied to the nervous system, some portions come to 


18 Klineberg, O., Social Psychology. New York, Henry Holt, 1940, p. 511. 
19 Op. cit., pp. 441-443. 
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dominate others.^ There is usually one segment of neural organization 
which is more easily aroused and toward which excitations are drawn, It is 


~ this gradation of responsiveness and influence upon the whole pattern that 


led to the term physiological gradient. In the central nervous system of 
the normal human being, there is a gradient of excitation leading up to 
dominance by the cerebral cortex. The same concept of an excitation gra- 
dient is presumably applicable to large patterns within the central nervous 
system as well. It is in terms of such a pattern, with a gradient leading up 
to one center of dominance, that Travis and his associates conceive of the 
neural organization involved in normal speech. 

Broca’s Area. As will be shown in the section dealing with aphasic dis- 
turbances, there is some evidence to support the view that control of speech 
movements is governed by the region of the brain called Broca’s area. This 
area is located in the left frontal lobe for right-handed persons and vice 
versa. Postponing discussion of the bearing of this area on control of motor 
speech until later, it may suffice for the time being to point out that in 
terms of the concept of physiological dominance and of a gradient of ex- 
citation, Broca’s speech area would be an area of highest excitability and 
the center of physiological dominance. But it must at the same time be 
understood that speech is a very complex function, involving movements 
of the diaphragm, of the thorax, of the larynx and the vocal cords, of the 
tongue, the soft palate, the lips, and the jaws. And all of these movements 
must be highly coordinated, If in a given person the left hemisphere is 
dominant, then the centers of physiological dominance, the upper extreme 
of every gradient of excitation, must be in the same hemisphere, Such a 
person should then be right-handed, right-footed, right-eyed, and com- 
pletely dextral in all muscular manifestations of this dominance. Speech, 
however, is peculiar in that it involves coordination of muscular activity 
on both sides of the median plane, In the case of the muscles for the vocal 
cords, both sides are represented even though they are very close together, 
Both hemispheres of the brain must therefore be involved, but domi- 
hance of one side must be established in order to ward off disturbance 
of speech,” 

Travis’s Views. Travis holds ** that stuttering is the inevitable conse- 
quence of any disturbance of, or defect in, this dominance by one hemi- 


20 For more adequate treatment of the concept of physiological gradients see 
Childs, C. M., Physiological Foundations of Behavior. New York, Henry Holt, 1924, 
p 7 E experimental support for this concept will be found in Peterson's 
Study of cerebral dominance in the handedness of a rat. See Peterson, G. M., “ Mecha- 
nisms of handedness in the rat,” Comp. Psychol. Monogr., 1934, 9, No. 6, p. 67. 

* "Travis, L. E., Speech Pathology. New York, Appleton-Century, 1931, p. 331. 
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sphere in the control of the speech organization. Which hemisphere hap- 
pens to be dominant is not of much importance, provided it is dominant. 
However, failure to establish such dominance might interfere with speech 
control, There might then be a conflict between the hemispheres, affecting 
the neuromuscular patterns involved in speaking and resulting in stuttering. 
Travis has shown that such conflicts do take place when a person stutters. 
He has demonstrated, for example, that in stuttering the movements of the 
abdomen are those of inspiration, and the movements of the thorax those 
of expiration.” 

There can thus be four primary causes of stuttering, according to Travis: 
(1) A lack of sufficient inherent determination for the development of a 
gradient of excitation adequate for the complete integration of speech 
movements; (2) circumstances in the environment which disturb or pre- 
vent the development of such organization and dominance; (3) injuries 
to the brain which prevent the development of such organization and 
dominance; (4) physical and mental diseases which disturb such organiza- 
tion and dominance, 

Handedness and Stuttering. The environmental circumstances most 
likely to produce disturbance of the development of the speech organiza- 
tion into proper dominance are those which force the change from the 
dominant use of one hand after a lead has become manifest in the direc- 
tion of dominant use of the other hand. So many functional patterns are 
associated with handedness, that any forced shifting to the dominant use 
of the other hand might conceivably damage this development of hemi- 
sphere dominance. This possibility was suspected long before the experi- 
mental work of Travis; and, as a consequence, there have been many stud- 
ies of handedness and speech defect. Some of these studies seem to support 
Travis’ theory, while others present contradictory or ambiguous findings. 

Determination of handedness is by no means simple, and some studies 
are invalidated by crude techniques used in establishing this important 
fact. To illustrate the difficulty involved it may suffice to remember that 
some ball players are right-handed pitchers and left-handed batters. How 
shall such players be classified in terms of handedness? We know today 
that dextrality is a matter of degree. This calls for determination of the 
degree of cerebral dominance by a consideration of eyedness, handedness, 
and footedness. The last two involve the use of the hands in both uni- 
manual and bimanual activities, and the use of the feet in both unipedal 
and bipedal activities. Many of the earlier studies are doubtless unreliable, 
because they were based merely upon behavior in unimanual activities 


23 Travis, L. E., “ Studies in stuttering, I. Disintegration of the breathing move- 
ments during stuttering,” Arch. Neurol. Psychiat., Chicago, 1927, 18, 673-690. 
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alone. Percentages are still uncertain, but there is evidence that many in- 
stances of stuttering seemingly occurred as a consequence of forcing a 
change from a preferred use of the left hand to an habitual use of the right. 

Self-consciousness and Stuttering. Consideration of such factors as 
handedness and defective cerebral dominance may appear to make the 
problem of stuttering more neurological than psychological. It may even 
seem as if what has been said about the fear of non-fluency and the ab- 
sence of stuttering in Indians was somewhat remote from the heart of the 
problem. In other words, can these neurological views be brought into line 
with the psychological and anthropological aspects? 

Fundamentally, there is no essential contradiction involved. The theory 
of defective cerebral dominance states that when stuttering occurs there is 
such a lack of unilateral dominance. It does not state that this lack is in- 
variably present in the stutterer. It will be recalled that most stutterers can 
talk normally when they are by themselves and are reading out loud. Many 
of them can sing without a sign of speech disturbance. In some cases, the 
stuttering is limited to situations in which superiors are being addressed, 
the speech being normal when chatting with friends or children. In still 
other cases, the stutterer reports no difficulty when talking to members of 
one sex, but severe trouble when conversing with members of the other. 

Quite obviously the cerebral dominance theory fails to tell the whole 
story. It should also be realized that the stutterer is often very well co- 
ordinated and skillful in various athletic and artistic pursuits. His presumed 
lack of cerebral dominance does not necessarily militate against exquisite 
muscular control in playing the piano, swinging a golf club, or carving a 
Statue, Apparently only muscles like diaphragm and tongue which, unlike 
arm and leg muscles, are unpaired, are drastically affected by inadequate 
cerebral dominance. 

The factors just enumerated suggest that stuttering cannot be ex- 
plained by exclusive reference to poorly established physiological gradi- 
ents. A satisfactory explanation must account for the stutterer's ability to 
talk normally under given circumstances. Why should there be lack of 
Cerebral dominance when he is talking to people, and seemingly adequate 
dominance when he is reading out loud to himself? Granting the role of a 
dominance factor, one must ask, What disturbs the neural organization, 
or what touches off the loss of unilateral dominance? The most plausible 
answer is that some threat to the stutterer’s emotional security is the ac- 
tivating factor. Once he becomes self-conscious about being able to pro- 
nounce certain words, or about what the listener is going to think of him 
in case a speech block or hesitation should occur, then he loses his vocal 
control. That self-consciousness is apt to interfere with respiration and con- 
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trol of speech organs is known to every victim of stage-fright. Lack of con- 
fidence or lack of emotional security may thus be just as important for an 
understanding of the nature of stuttering as lack of cerebral dominance, 
If the stutterer could learn to feel as much at home when talking to people 
as he does when he is reading out loud to himself at home, then his speech 
disability might vanish, In the light of this hypothesis it would be more 
important to help him overcome his self-consciousness, than to dwell upon 
cortical rivalry between right and left brain hemispheres. 

Other Theoretic Considerations. It should be understood that not all 
case histories of stutterers reveal a background of shifting from initial sin- 
istrality to forced dextrality. Neither do the records show that every child 
so handled becomes a stutterer. Of course, the advocate of the brain domi- 
nance theory might hold that such considerations do not necessarily 
weaken his theory. He can argue that even if there is no history of a shift 
of handedness, there may nevertheless have been a developmental failure 
to establish complete dominance. Furthermore, in cases in which there was 
such a shift without subsequent stuttering, he can argue that the shift was 
successful in establishing satisfactory dominance. It may also be true that 
stuttering may involve several etiological factors. Some cases may be due 
to incomplete dominance factors, others to emotional factors, and some 
to a combination of the two sets of factors. The whole matter is not yet 
settled and continues to be a subject of debate among specch patholo- 
gists. 

The fact that stuttering is more common among boys than among 
girls may lend some support to the brain dominance theory, in so far as 
it has also been held that left-handedness is more common among boys 
than among girls.^* This sex difference in the incidence of stuttering has 
also been the subject of speculative interest of those who advocate some 
variant of the emotional theory. Dunlap,” for example, has maintained 
that boys are more apt to be victims of emotional conflict in the realm of 
speech because of society's taboo against obscenity. In his opinion, boys 
learn more obscene words than girls do, so that they have more need to 
wrestle with verbal temptation. The struggle to inhibit the tabooed words 
results in a conflict which establishes the habit of stuttering. This particu- 
lar theory has never won much support, and Dunlap himself failed to men- 
tion it in his later discussion of stuttering.2* 

As might be expected, the role of emotional conflicts in the etiology of 


2t McCarthy, D., “ Language development in children,” in Manual of Child Psy- 
chology (L. Carmichael, ed.). New York, John Wiley, 1946, p. 546. 

25 Dunlap, K., “ The stuttering boy,” J. abnorm. Psychol., 1918, 12, 44-48. 

26 Dunlap, K., Personal Adjustment. New York, McGraw-Hill, 1946, pp. 199-209. 
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stuttering has also been emphasized by psychoanalysts.* They think of 
stuttering as the manifestation of a fixation of libido at an autocrotic level. 
Tt will be recalled that classical Freudians consider the first stage of libido 
organization to be concerned with bodily comfort, such as the functioning 
of the lips and tongue in nursing. Stuttering is then viewed as the con- 
tinuation through life of a fixation at this ^ oral erotic” level of develop- 
ment. The movements of the lips and the sucking in of the breath in stut- 
tering are thought of as retentions of the sucking habits of early infancy. 
The anxicty or fear experienced by the stutterer is held to be a manifesta- 
tion of ego or superego reactions as he finds himself threatened by infantile 
- autoerotic desire about to break into overt expression. The motivation of 
the stuttering is thus conceived as unconscious, and as indicative of a con- 
flict between id factors and reality factors. 

A Provisional Synthesis. It should now be evident that no single theory 
of stuttering has won general acceptance. As a provisional synthesis of 
some of the prevalent theories it might prove helpful to conceive of stut- 
tering both in terms of emotional disturbance or social maladjustment, and 
inadequate cerebral dominance. A synthetic view of this sort should stress 
the fact that, in general, stuttering begins in early childhood, as was men- 
tioned in connection with Johnson’s views of the subject. McCarthy * has 
called attention to the close relationship between the establishment of 
lateral dominance and the emergence of speech habits. Toward the close 
Of the first and the beginning of the second year of the baby's life is 
the time when infantile babbling gives way to the beginnings of speech. 
‘This is also the time when handedness emerges as a definite developmental 

- outcome. Should the latter show up in the direction of sinistrality, efforts 
might be made to induce dextrality. Maneuvers of this sort may constitute 
€motion-arousing frustrations for the baby. The fact that speech is not yet 
sufficiently developed to permit of effective protest might be regarded as 
Contributing to an intensification of the frustration. Trying to talk to peo- 
ple would thus become a conditioned stimulus situation, touching off the 
neuromuscular set responsible for stuttering. Talking to oneself or singing 
before an audience would constitute different stimulus situations, so that 
normal speech in these situations would be possible. In this way one might 

. account for the stutterer’s speech control in some circumstances but not 

in others, just as the ordinary victim of stage-fright can talk easily in private 
and yet suffers marked loss of vocal control in public. 


27 For a presentation of the psychoanalytic theory of stuttering see the following: 
Coriat, I, Stammering. New York, Nerv. Ment. Dis. Monogr. Ser., 1928, p. 68 (in- 
cludes a useful bibliography); Blanton, S., “Stuttering,” Ment. Hygiene, 1931, 15, 
271-282, 

*8 Op. cit., p. 546. 
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An approach of this sort to the etiology of stuttering might also explain 
why some shifts of handedness do not result in stuttering, If the training 
from sinistrality to dextrality takes place without nagging and without frus- 
tration by making it a playful game, there might be little involvement of 
balked speech efforts. Or if the retraining is postponed until speech habits 
are well entrenched, a shift in handedness would not occasion disruption 
of vocal control, It is fairly certain, for instance, that when adults are com 
pelled to establish new habits of laterality after the low of an arm, stutter 
ing does not ensue. On the basis of clinical histories it also seems plausible 
to asume that in the case of some stutterers emotional shock in childhood 
prior to the establishment of firm vocal control is sufficient to account for 
the stuttering, even though no factor of laterality be involved. Finally, it 


In the light of this summary of the salient features of stuttering, it 
might be held that stuttering is a conditioned fear reaction to norAluency, 
and more or lew specific to the social situations eliciting the fear in ques 
tion. If this view is sound, then treatment of stuttering calls for modifica: 
tion of emotional attitudes, rather than vocal drill or calisthenic exercises 
intended to make one cerebral hemisphere subordinate to the other, The 


APHASIC DISTURBANCES 
Speech disturbances are by no means limited to problems of stuttering. 
There it 3 whole group of avwociated with brain injary to which 


" The LE d i 
Mem dem of them "rrt - the dona d Piae | MI 
d Stuttering New You. Loegessm. ot 


EE ———————— hh eee 


Aphesic Disturbances LI 17 


language symbols as they function in reading, writing, speaking, ciphering, 
signalling, coding, decoding, or any other means of communication through 
symbols 

Sensory and Motor Aphasias. At one time students of the subject ven- 
tured to classify these disturbances into the sensory and the motor aphanas 
The former referred to troubles in understanding what was being read or 
heard, while the latter referred to difficulties in giving expression to one’s 
ideas in speech or writing. These broad divisions would sometimes be fur- 
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feference to such a motor symptom as agraphis the patient is not paralysed, 
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necessary for writing words. Similarly, with respect to what has been called 
motor speech aphasia, the patient seems to know what he intends to say, 
but is unable to control the pattern of co-ordinated speech movements 
necessary for effective articulation, even though there is no paralysis of 
the speech muscles. Such a patient can chew and swallow, but he will have 
trouble telling the waiter what he would like for supper. 

Complexity of Language Functions. Discussion of aphasia in terms of 
concepts like alexia or agraphia is no longer quite as common as it was 
some decades ago. It is still helpful for purposes of initial orientation in the 
subject, and in order to prepare the student to read the relevant literature. 
However, it is misleading to the extent that it induces the student to expect 
any one of these aphasic symptoms to occur independently of some asso- 
ciated language disturbance, 

Dealing with language symbols is an intricate affair both psychologically 
and neurologically. As Hathaway * has put it, of all the functions of the 
brain cortex “ those relating to speech are the most complex.” Part of this 
complexity can be appreciated if we bear in mind the close relationship 
between language and thinking. This is not to say, as some psychologists 
have said, that thinking and talking are identical psychological processes. 
It is merely to stress the fact that utilization of language symbols facilitates 
such cognitive processes as concept-formation, judgment, logical analysis, 
recognizing fallacies, and understanding what one is reading. In fact, the 
solution of troublesome problems is sometimes aided by inner speech. For 
this reason, the old division of aphasia into sensory and motor types is 
little more than a matter of descriptive convenience, rather than a designa- 
tion for actually existing clinical types. The so-called motor type, for ex- 
ample, may have trouble in understanding what an examiner says to him 
if inner speech is called for, as happens when a person mulls over a per- 
plexing issue by talking to himself about it. 

Henry Head’s Classification. As a problem in abnormal psychology 
aphasia is not to be disposed of by cataloguing symptoms like word-blind- 
ness or agraphia. Such symptoms may show up in varying degree in almost 
every case of aphasia, provided the tests of language function employed 
are comprehensive and varied enough to sample the more difficult and ab- 
stract phases of language behavior, instead of being restricted to easy tasks 
of a concrete sort. In other words, language is an interrelated complex of 
behavior at the symbolic level, and it is not likely that one dynamic com- 
ponent of such a complex could be disturbed without involving other 
components, 

50 Hathaway, S. R., Physiological Psychology. New York, Appleton-Century-Crofts, 
1942, p. 240. 
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Aphasia involves not merely a disorder of verbal symbols, but of any 
Kind of symbols. This is what induced Henry Head, an outstanding British 
neurologist, to regard aphasia as a disturbance of the functions responsible 
for "symbolic formulation and expression.” ** An aphasic patient may 
have trouble not only in understanding verbal symbols, but also in inter- 
preting the meaning of a picture; for the figures on a picture are symbols 
of the objects or people they are intended to represent. A given patient may 
have trouble playing bridge because he fails to recognize what the pattern 
of each card symbolizes, and yet have no trouble playing dominoes, since 
the dots on the latter can be counted directly. For purposes of descriptive 
convenience, rather than as clinical entities, Head grouped such varied 
manifestations of aphasic difficulties into the following four categories: 


(1) Verbal defects. This is a disturbance of word formation and expres- 
sion. The patient may know what he wants to say or write, but be unable to 
find the proper words. Even after uttering a word spontaneously, the patient 
may be unable to repeat the word at command. To the extent that internal 
Speech may be required, both writing and silent reading are rendered difficult 
or impossible. 

(2) Syntactical defects. Here the disturbance does not appear to affect in- 
dividual words, but rather their arrangement and meaning in groups or ex- 
tended discourse. The patient may be able to speak and to make his wants 
known, but he speaks in a curious jumble of brief phrases. When reading a 
page, the ideas become so confused that the meaning of the passage is not 
grasped. Isolated words are understood, but they cannot be worked into under- 
Standable sentences. 

(3) Nominal defects. Words are enunciated correctly and in coherent 
phrases. Disturbance appears in the inability to associate names with objects, 
It may be possible for the patient to describe an object, but not to give its 
name. Recitation of the alphabet may be possible, but the meaning of single 
letters may be defective. 

(4) Semantic defects. This is a disturbance of the meanings of larger groups. 
Expression may be adequate, although the sentences are short and jerky. Use of 
Names for objects is normal. But the understanding of sentences and paragraphs 
as wholes is lacking. Such a patient may look at a picture and be able to pick 
out and name the various details, but be quite unable to perceive the meaning 
of the picture as a whole. 


Aphasia and Cortical Localization. In general, the verbal and syntac- 
tical defects may be thought of largely as indications of what used to be 
classified as motor aphasia, while the nominal and semantic defects are 

*1 Head, H., Aphasia and Kindred Disorders of Speech, two vols. Cambridge, Cam- 
bridge Univ. Press, 1926. 
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more indicative of the older concept of sensory aphasia. No altogether satis- 
factory classification of aphasic conditions is so far available. The dichot- 
omy between sensory and motor types is helpful, but misleading in that 
it suggests that the defects in question are mutually exclusive. 

As Hathaway ** has implied, it is well to avoid such misinterpretations 
of the dichotomy by grouping aphasic symptoms into the “ predominantly 
expressive, predominantly receptive, expressive receptive, and amnesic 
aphasias.” The amnesic patient is obviously the same as Head's victim of 
nominal aphasia. His chief difficulty appears to be in remembering names 
of objects, and in recalling the words he needs to express what he wants 
to say. In everyday life something of this sort is experienced when people 
are frustrated by their inability to recall the name of a person even though, 
as they sometimes put it, they “know the name perfectly well.” As the 
name indicates, the “ predominantly expressive aphasic” may understand 
what he reads and hears, but have trouble in giving expression to his ideas, 
He resembles Head’s cases of verbal and syntactical defects, just as the 
category of “ predominantly receptive aphasia " is most like Head's caption 
of semantic aphasia. The notion of " expressive receptive aphasia " finds 
no precise analogue in Head's classification. It is nevertheless descriptively 
useful as a means of referring to patients whose disturbed language func- 
tions involve both the sensory and the motor aspects of language behavior 
with approximately equal degrees of severity. This type of aphasic is obvi- 
ously most seriously handicapped, since he tends to be shut off from any 
kind of communication with others, 

Just what portions of the brain are involved in these aphasic cases is 
still subject to much uncertainty, It used to be held that a lesion in Broca's 
area, the region around the posterior tip of the inferior frontal convolution, 
would result in the expressive type of aphasia. In fact, as was mentioned in 
the previous section, Broca’s area is still sometimes designated as the motor 
Speech center. But it is not safe to be too dogmatic about this. One can 
have expressive defects without a lesion in this area, and Hathaway men- 
tions a case of aphasia of the receptive variety in which the brain damage 
seemed to be in this motor area. There is no marked specificity of localiza- 
tion of language functions associated with circumscribed cortical lesions. 
There is just a rough correspondence between expressive defects and dam- 
age anterior to the central fissure, and between receptive or sensory defects 
and lesions posterior to this fissure, However, this is a far cry from the 
older studies of specific writing and reading centers in the brain, in order 
to account for such symptoms as agraphia and alexia. What seems to be 


5? Op. cit, pp. 244-245. 


6. Volitional and Intellectual 


Abnormalities 


JusT As THE PREVIOUS CHAPTER brought out the close relationship between 
memory and speech, so the present chapter will be concerned with the 
interrelationship between ideational and volitional processes. Before elabo- 
rating upon the abnormal aspects of these processes, it will be advisable to 
discuss the general relationship between intellect and volition. 

In order to avoid the fallacy of reification it is important to recall that 
by the word intellect the psychologist is referring to those cognitive or 
symbolic processes which precede and influence overt adjustment to many 
problem situations. In terms of common-sense psychology, such thoughtful 
behavior is contrasted with thoughtless or impulsive behavior. Unless im- 
pulsiveness is curbed, rational analysis cannot govern conduct. The curbing 
of impulse involves volitional factors, This is one reason for bracketing ab- 
normalities of volition and of intellect. Another reason deals with the 
nature of effective thinking. From his study of elementary psychology the 
student will recall that mental sets or Aufgaben play an intimate role in 
governing the sequence of ideas. Whether one’s response to hearing the 
numbers 8 and 6 will be 14 or 48 will depend upon whether the listener 
is set to add or multiply. Initiation of such a set is just as much a volitional 
as a cognitive process. 

It is a truism that many students blame their academic failure not on 
lack of thinking ability but on lack of volitional control — inability to focus 
attention on a lecture or a textbook, or inability to persevere in the execu- 
tion of an assignment. In other words, a disturbance of attention can also 
be classified as a volitional disturbance, for control of attention is reducible 
to control of mental sets. Shunting out of distractions in order to concen- 
trate on a troublesome problem is a commonplace instance of the function 
132 
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of mental sets in the life of volition and intellect. Furthermore, it is well 
known that what is often classified as a matter of volition is, in turn, a 
matter of motivation. In other words, so-called weakness of will is related 
to weakness of motivation. This means that volitional disorders cannot be 
understood without reference to such topics as motivation, interest, and 
conation. In fact, from one point of view it may be helpful to describe 
volition as having to do with the ideational aspect of motivation. 


INSANITY AND VOLITION 


As has just been implied, disorders of volitional control involve motiva- 
tional and emotional factors, and it is more or less a matter of descriptive 
convenience whether they are to be listed under the caption of volitional or 
emotional disorders. One justification for selecting the former caption is 
that the general public, as well as members of the legal profession, tends 
to stress volitional factors in considering the subject of insanity. 

The Problem of Responsibility, Inability to control impulse because of 
mental disease is often regarded as a legitimate defense in criminal trials, 
The thorny problem of “ free will” is thus bound up in courtroom de- 
bates over responsibility for criminal acts. When a jury is asked to pass 
on the sanity of a defendant, the basic question for the jurors often takes 
the form, “ Was the defendant responsible for what he did? " By implica- 
tion, mental disease in its bearing on judicial thinking thus comes to a 
focus in the problem of responsibility. The court, of course, is also inter- 
ested in the question of motivation, and recognizes the relationship be- 
tween strength of impulse and difficulty of control; but the question of 
sanity hinges on the issues of volitional control and the integrity of intel- 
lect or understanding. Acts of violence tend to highlight the volitional 
factor, while litigation in will cases tend to stress intellectual disorders as 
factors in the concept of insanity. But the very fact that a dying man's testa- 
ment is referred to as his last will suggests that the willing or volitional 
factor is also involved in suits brought to contest a will on the ground of 
the legator's insanity. 

As a legal issue the concept of insanity is by no means precisely identical 
With the concept of mental illness. In general, only such mental disturb- 
ances or disabilities which may involve legal complications come within 
the Scope of the meaning of insanity. These complications include testa- 
mentary incapacity, the question of having the court appoint a guardian, 
and exoneration from legal responsibility for acts of violence against per- 


sons or property. 


Volitional and Intellectual Abnormalities 


In given cases an affirmative answer to any one of the following three 
questions may suffice to establish a person as non compos mentis or insane: 
(1) Is the person so disturbed as to be unable to tell the difference be- 
tween right and wrong? (2) Are there delusions or hallucinations present 
calculated to make the individual a menace to others or incapable of look- 
ing after his affairs with ordinary prudence? (3) Is the person subject to 
impulses of such extreme intensity that they cannot be resisted? While 
the first two questions deal with cognitive factors, this last issue of “ irre- 
sistible impulse” brings out the relevance of volitional factors. It should 
thus be clear that the concept insanity involves both volitional and intel- 
lectual abnormalities. 

Are there Two Kinds of Insanity? Before considering the exact word- 
ing of the legal definition of insanity it might be helpful to discuss the 
need for two approaches to the subject of mental disease: that of the law, 
and that of psychiatry. Since the psychiatrist is a physician, it is not un- 
common to have these two approaches referred to as legal insanity and 
medical insanity, respectively. This involves what Zilboorg * has aptly de- 
scribed as a “ double standard of clinical judgment by accepting the exist- 
ence of two insanities — legal and medical.” 

This double standard has been severely criticized by Zilboorg. In his 
opinion, the psychiatrist who testifies in court that the defendant is “ legally 
sane but medically insane” is not only “ straddling,” but also exemplifying 
the kind of thinking which might give rise to such absurd testimony on 
the part of a hypothetical medical expert as “this man has pneumonia 
medically but has no pneumonia legally.” In this context Zilboorg * also 
rejects the tenability of the concept of partial insanity. For him “ the whole 
man is ill when he suffers from pneumonia or schizophrenia and not just 
à lobe of one lung and not just the schizophrenic's emotions.” The notion 
of partial insanity is a consequence of the familiar and correct observation 
that some insane people act rationally on some days or talk rationally on 
certain themes. It is then implied that their mental disturbance is present 
only at the times when its symptoms are manifest, or with respect to the 
circumstances provoking such symptoms. An implication of this kind is 
akin to arguing that malaria patients whose attacks of fever occur every 
other day are suffering from “ partial malaria,” 

The M'Naghten Rules. Most modern discussions of the concept of 
legal insanity center around what has come to be called the Right and 
Wrong Test. This test is an outgrowth of a famous British murder trial 
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* Zilboorg, G., “ Misconceptions of legal insanity," Amer. J. Orthopsychiat., 1939, 
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in which the defendant was declared not guilty by reason of insanity. The 
defendant was Daniel M’Naghten, and the test in question has given rise 
toa group of legal principles called the M’Naghten Rules. A brief account 
‘of this case may help to clarify the meaning of legal insanity. 
M'Naghten suffered from delusions of persecution. He was of the opin- 
_ ion that Sir Robert Peel, the British statesman (1788-1850), was among his 
 persecutors. Peel had a secretary named Drummond and in 1843 M'Nagh- 
‘ten, mistaking Drummond for Peel, shot and killed this secretary. Quite 
obviously, he had no intention of killing this man, and equally obviously 
his intention to kill Peel was a product of his delusional system, Was the 
court justified in finding him not guilty? This question aroused intense 
discussion and precipitated a debate in the House of Lords. A group of 
fifteen distinguished British legal scholars was then requested to look into 
the entire question of the relationship between law and mental disase, Out 
of the deliberations of this group a set of principles was formulated that has 
influenced jurists ever since. The following quotation * from the Penal Law 
of New York State may help us to understand the drift of a contemporary 
"application of these principles: 


___ A person cannot be tried, sentenced to any punishment or punished for a 
Crime while he is in a state of idiocy, imbecility, lunacy, or insanity so as to be 
incapable of understanding the proceeding or making his defense. A person is 
Not excused from criminal liability as an idiot, imbecile, lunatic, or insane per- 
Son, except upon proof that, at the time of committing the alleged criminal 
act, he was laboring under such defect of reason as: 

1. Not to know the nature and quality of the act he was doing; or 

2. Not to know that the act was wrong. 


It is this emphasis on knowledge of right and wrong which is the core 
- of the M’Naghten Rules. In about thirty states of the Union * it constitutes 
the sole test of criminal liability or responsibility, Even the other states 
Tetain it as an important test, but many of them * recognize the validity 


 _* Quoted by Hinsie, L. E., and Shatzky, J., Psychiatric Dictionary, New York, 
"Oxford Univ. Press, 1940, pp. 350-351- 

= * New Hampshire is a solitary exception: for it does not accept any of the legal 
tests of insanity. According to its statutes, it is up to the jury to decide whether a per- 
Ton accused of a crime is to be acquitted because of mental disorder. The jury gets the 
benefit of expert testimony to establish the existence of such disorder, However, the 
bearing of the disorder on the crime itself is an issue for the jury to determine. (See 
cto, H., Insanity as a Defense in Criminal Law. New York, Commonwealth 
= Und, 1933.) À j 

d * There appears to be some uncertainty regarding the precise number of states 
“involved, In a penetrating survey of the psychological and legal issues raised by the 
- Question of criminal liability of the mentally ill Jerome Hall also devotes some space to 
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of an additional exculpating factor known as the irresistible impulse test. 
As the name suggests, this test supplements the cognitive factors implicit 
in the right and wrong test by a volitional criterion. It assumes that a per- 
son may “ know ” that a proposed course of action is criminal or reprehen- 
sible, and yet be driven by cravings or desires of such extreme intensity as 
to be incapable of resisting them. Stated more bluntly this means, in terms 
of common-sense psychology, that either lack of will power or overwhelm- 
ing strength of impulse may be introduced as part of the relevant evidence 
in sanity hearings, in states which accept the legality of the irresistible 
impulse test. 

The Clash between Law and Psychiatry. Both psychiatrists and psy- 
chologists have often expressed dissatisfaction with the legalistic techni- 
calities involved in the concept of insanity, and it is by no means uncom- 
mon for them to spurn the scientific status of this concept. They label it 
a “legal concept,” in contradistinction to a “ psychiatric concept." 

This gives rise to the double standard to which Zilboorg referred. To 
what extent is a dichotomy of this kind justified? An examination of the 
legal definition of insanity indicates that the law is interested in safeguard- 
ing the rights of the accused by maintaining that his mental condition must 
be such as to enable him to understand his plight, so that he can avail 
himself of whatever defense the circumstances warrant. In addition, in 
some states at least, the law recognizes the bearing of both intellectual and 
volitional disorders on the perpetration of crimes or on the execution of 
legal papers. This is the meaning of the right and wrong test and of the 
irresistible impulse test. These tests imply that a sane man's “reason” 
enables him “to know” whether a given act he feels impelled to do is 
wrong and furthermore, that he can curb the impulse if need be. 

Defects of reason and disorders of volition may thus free the victim 
from legal responsibility for his acts. This notion of responsibility has been 
the subject of considerable discussion, since it involves the knotty problem 
of freedom of will. As is well known, such freedom is usually contrasted 
with the notion of determinism. This age-old controversy has traditionally 
tended to pit defenders of theology against defenders of science, with the 
former advocating free will and the latter arguing for determinism. It is 
partly this traditional clash that makes the concept of legal insanity appear 
to be an unscientific one to many contemporary students of mental disease. 
For them, the topic of free will is not a scientific issue but a metaphysical 


the irresistible impulse test and reports that “it has been claimed that 17 American 
states have adopted it but an examination of cases cited in support definitely indicates 
that this is highly questionable.” (From Hall, J., “ Mental disease and criminal respon- 
sibility," Columbia Law Review, 1945, 45, 699.) 
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or a theological one. They believe that, as long as jurists insist upon con- 
sidering this issue as relevant to the appraisal of a man’s sanity, there can 
be no satisfactory reconciliation between insanity as viewed by the lawyer 
and insanity as viewed by the psychiatrist. 

The existence of the double standard of insanity, of legal and medical 
insanity respectively, is not, as some may suppose, entirely a matter of the 
vicissitudes of history, in terms of which the jurist has to accommodate him- 
self to a tradition growing out of earlier demonological, astrological, and 
other pseudo-scientific beliefs, while the psychiatrist receives his professional 
training in an atmosphere divorced from the incubus of precedent-ridden 
tradition. The problem is neither so simple nor so clear-cut. Nor can we 
attribute a monopoly of straight thinking to the psychiatrist, and of old- 
fashioned thinking to the jurist. 

The double standard is in large measure a consequence of two sets of 
professional obligations. The jurist is concerned with safeguarding the wel- 
fare of the community by taking appropriate action against those who will 
not or cannot conform to the laws set up to render life in the community 
safe and orderly. Those who will not conform are stigmatized as criminal, 
and those who cannot conform are labelled insane. On the other hand, 
the psychiatrist is concerned with the plight of individual patients coming 
to him voluntarily or brought to him by their families because mental ill- 
ness or disorder is present. His primary job is to make these patients well 
and to relieve the distress of their families. He does not have to pass any 
moral judgments. Just as his surgical colleague does not ask whether a 
given patient's life is worth saving, so he does not ask whether a given mind 
is worth salvaging. In theory at least, value-judgments of this kind are not 
Supposed to influence surgeons or psychiatrists in exercising their profes- 
sional roles, As therapists, they are not concerned with punishing crimi- 
nals. This is the function of judges. The double standard of insanity may 
be viewed as the reflection of a possible conflict between therapeutic and 
judicial functions. 

The two sets of standards often result in paradoxical diagnoses. In look- 
ing over hospital records, it is not unusual to find patients whose condition 
is diagnosed as “ alcoholism without psychosis.” The word psychosis in this 
context is the psychiatrist’s designation for insanity. Similarly, one may 
come across another patient whose case is labelled “ psychopathic person- 
ality without psychosis,” while other patients may be listed as cases of 
alcoholic psychosis or of psychopathic personality “with psychosis.” All 
these patients may be in the same mental hospital. Presumably they are 
all mentally sick and in need of treatment, but since they are not all psy- 
chotic, they are not all insane patients. It is this state of affairs which has 
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made possible the statement that all insane persons are mentally sick, but 
not all mentally sick patients are insane. It looks as if Zilboorg were justified 
in deploring a dichotomy which Suggests that some people can be men- 
tally ill from one viewpoint but not from another, He used the analogy 
of having a physician testify that one of his patients has pneumonia medi- 
cally, but not legally. Stated in this way, the matter does seem to be inde- 
fensibly ridiculous. And yet, in the light of what has been said regarding 
the court's obligation to safeguard society, as opposed to the hospital's 
therapeutic obligation, the matter may not be so absurd, All mentally sick 
people may be in need of psychiatric help, but not all mentally sick people 
endanger the safety of others. The dichotomy in question may be of the 
same kind as that which induces public health officials to classify all dis- 
eases into two kinds of broad divisions: those which require the enforce- 
ment of quarantine regulations, and those which are exempt from such 
regulations. The existence of the two definitions of insanity may thus be 
defended on pragmatic grounds. 

Why Psychiatrists Question the Legal Definition. However, the legal 
definition has also been questioned by some psychiatrists because of what 
appear to be its outmoded psychological presuppositions, It reflects the 
overintellectualistic psychology of rationalistic philosophy and association- 
istic psychology. In terms of the latter tradition, man’s conduct is regarded 
as the product of a judicious, detached evaluation of the pros and cons of 
4 proposed course of action, and his final decision is viewed as the end 
result of such rational analysis. The presumption is that a sane man 
Possesses the requisite psychological equipment for such analysis, and that 
deficiency in such equipment means insanity. Furthermore, the irresistible 
impulse test of insanity implies that the sane man is also equipped with 
adequate means of volitional control of ordinary impulses, and that when 
impulses of extraordinary intensity assert themselves, he may be presumed 
to be insane, provided it can be established that the “normal” person 
would also have been unable to resist an impulse of such power. 

The right and wrong test and the irresistible impulse test are not alto- 
gether congruent in their implicit presuppositions. As has already been 
mentioned, the legal definition in terms of the M'Naghten Rules is partly 
an outgrowth of the theological doctrine of free will. This doctrine holds 
that man is free to choose either good or evil, and hence is to be held re- 
sponsible for his choices. On the other hand, recognition of the existence 
of “ irresistible impulses” is the equivalent of placing restrictions around 
the free will doctrine. It is akin to saying that man is “ free” to choose 
between good and evil, unless temptation becomes so Strong that this 
freedom vanishes. Because of this contradictory pattern in the legal ap- 
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ch to the meaning of insanity, its scientific adequacy may well be 


Psychiatrists who serve as expert witnesses in lunacy hearings are often 
- troubled by what they take to be a conflict between their own views of the 
‘ature of mental disorder, and the legal phraseology in terms of which 
_ they are required to testify. What has been said regarding the contradiction 
‘surrounding the court's simultaneous acceptance and rejection of the free 
will doctrine is but one phase of this conflict. Another surrounds the impli- 
cations of the word “ know " in the right and wrong test. It will be recalled 
"that this test holds a person to be insane if “he was laboring under such 
defect of reason: as 1. Not to know the nature and quality of the act he 
Was doing; or 2. Not to know that the act was wrong.” ‘This implies that 
uman conduct is regulated by mere knowledge of what the law requires, 
d that the sane man is “ free” either to obey or not to obey the law, de- 
ending upon what course of action he chooses to initiate. It also implies 
t because of such freedom of choice he is to be held responsible for the 
- Consequences of whatever choice he makes. An additional implication of 
this view of human nature is the teaching that insane people lack such 
freedom of choice, and consequently are not to be held responsible for 
their acts. Considerations of this sort are hard to reconcile with the psy- 
-ehodynamic views to which many contemporary psychiatrists are. com- 
“mitted. 
Reconciliation of Legal and Psychiatric Views. In reality, the clash 
between the law and psychiatry may not be as irreconcilable as some writ- 
‘ers have implied. The assertion that the one approach is scientific and the 
other non-scientific is sometimes made by those who designate insanity as 
a legal concept, in contradistinction to the concept of psychosis, which is 
€ psychiatrist’s term for a major personality disorder. An assertion of this 
Sort seems to be based on the assumption that scientific thinking is 
grounded in a deterministic theory so formulated as to rule out individual 
responsibility. For example, in a discussion of this general problem the psy- 
choanalyst Brill * has written: 


The moot question of “ free will” has occupied the attention of psychi- 
atrists from the very beginning of this science. Philosophy and religion have 
quarreled from the earliest times over that concept. Aecording to science, . . . 
- there is no free will. But when we are asked as experts to testify on the ques- 
tion of criminal responsibility, we are forced to testify in accordance with the 
Concept, which states that if the person knew the nature and quality of 


® Brill, A. A, Lectures on Psychoanalytic Psychiatry. New York, Knopf, 1946, 
Pons, 
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his act and realized that he was committing a wrong, he was sane and respon- 
sible. Yet, as believers in determinism, we know that those who think we have 
perfect control of our actions see only a very small part of the whole — not 
more than perhaps a drop of the ocean. 


Despite this seeming acceptance of a dichotomy between legal and 
psychiatric notions of responsibility, Brill reverts to common-sense ideas of 
responsibility in discussing such a practical problem as that of handling 
patients whose troublesome sex impulses may invite police interference." 
He cites the case of an exhibitionist who balked at curbing his behavior in 
a public park because, as he put it, “T get a thrill when I do it there.” “In 
that case,” Brill replied, “ you have to take the consequences and go to 
prison.” In other words, Brill acted as if it were possible for the man to 
exercise control over his deviant impulse, instead of being the helplessly 
passive victim of every transient impulse. He did not regard the man as 
so mentally disturbed as to be incapable of initiating the requisite self- 
denying ordinance. In fact, in the same context Brill points out that the 
task of the so-called pervert is akin to the task of the “ normal” man who 
must also learn not to yield to every surge of heterosexual desire. If such an 
attitude is representative of contemporary psychiatric thinking, then there 
may be no basic conflict involved in the utilization of the right and wrong 
test in the appraisal of insanity and the determination of criminal re- 
sponsibility. 

As has already been suggested, the conflict in question is largely due to 
a shift from the earlier rationalistic psychology to the more dynamic psy- 
chology of the present century, with its emphasis on unconscious deter- 
minants of behavior. Freudian teachings have been especially influential 
in bringing about this shift. The notion that much of what a person does 
is an expression of warped and disguised libido energy is one Freudian 
teaching responsible for the change. Another has to do with the teaching 
that our much vaunted rationality may actually be a tissue of rationaliza- 
tions. Teachings of this kind are calculated to dethrone reason by making 
libido, or instinct, or impulse sovereign. They are reflected in such inter- 
pretations of physiology as those of Kempf,’ who regarded the cerebro- 
spinal nervous system as the agent of the autonomic. This amounts to say- 
ing that the brain is subordinate to, rather than master of, other neural 
tissues. It makes reason secondary to the primacy of impulse and emotion. 
Man's belief in self-direction through reasoned insight is thus replaced by 


1 Op. cit., pp. 203-204. 
8 Kempf, E. J., “The Autonomic Functions and the Personality,” Nerv. ment. 
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a view which sees man as a rationalizing shuttlecock of imperious visceral 
cravings. In a perspective of this kind freedom of choice, unprejudiced 
thinking, and the notion of personal responsibility are relegated to the 
limbo of self-deluding fiction. This is the perspective which Freud at one 
time described as “ the scientific outlook on the world.” How this Freudian 
view is related to the question of legal responsibility is clearly developed 
by Hall ° in the following passage: 


Although Freud insisted on absolute conformity to the “ scientific outlook 
on the world " and expressed “ sharpest opposition " to the “ illusion of psychic 
freedom,” he realized, as many of his followers have failed to appreciate, that 
scientific explanation broke down even in diagnosis. “ So long,” he wrote, “as 
we trace the development from its final stage backwards, the connection ap- 
pears continuous. . . . But if we proceed the reverse way, if we start from the 
premises inferred from the analysis and try to follow these up to the final result, 
then we no longer get the impression of an inevitable sequence of events that 
could not be otherwise determined. We notice at once that there might have 
been another result. . . ." This presents the precise question of fact upon 
which legal responsibility turns; the jury is compelled to face this very question 
of the condition of the defendant at the time he committed the harm. They 
must view the problem neither as historians, tracing a chronology between 
given points nor as analysts interested in the step-by-step process from a given 
maladjustment to various preceding events, viewed as causes; the judge and 
jury must look forward from a point immediately preceding the commission of 
the act, and decide, as best they can, those factual questions that are relevant 
to the adjudication. Such an appraisal, however informed by case histories, al- 
ways involves the tenable assumption that, for normal persons, the commission 
of a harm was not unavoidable. Certainly errors are committed in the deter- 
mination of these questions, but the same difficulties limit the validity of psy- 
choanalytic therapy. It is the disparity between the psychiatrist-critics’ toler- 
ance of vast uncertainty in psychiatry and their simultaneous assumption that 
" the law " can, nonetheless, become quite certain, that is unfortunate. 


The existence of an irreconcilable cleavage between the psychiatrist's 
concept of a psychotic condition and the jurist’s concept of an insane con- 
dition may thus be seriously questioned. It is probably an oversimplification 
as well as a distortion of fact to say that the one view is scientific and the 
other unscientific, or that the issue is reducible to endorsement or rejection 
of the free will doctrine. Of course, this doctrine is involved to the extent 
of being bound up with one view of the nature of individual responsibility. 
To hold the * normal " man “ responsible " for his acts may be taken to 
imply that he is a “ free agent " in the sense of being unconstrained by any 
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limitations whatsoever, or free to accomplish anything. A “ free agent” of 
this sort ought to be omnipotent and a miracle-worker, free from bondage 
to those cause and effect relationships known as the laws of nature, This 
notion of freedom is manifestly unscientific. But it is not the only one, nor 
is it the one necessarily implicit in the M’Naghten Rules. 

The Concept of Personal Freedom. As a matter of fact, even the 
staunchest psychiatric advocates of determinism are not hesitant to use 
the concept of personal freedom in their professional work. They talk 
about freeing a patient from inhibiting obsessions, or crippling fixations, 
or burdensome complexes. For them obsessions, fixations, complexes, and 
kindred abnormal states call for therapy, because they interfere with the 
patient’s welfare and efficiency. A phobia or a delusion does not leave a 
person free to think and act normally. Such abnormal mental states inter- 
fere with self-control and freedom to think and plan within the limits at 
the disposal of the mentally healthy. 

Seen in this context, the notion of freedom or responsibility entails no 
necessary allegiance to a view which makes man as a free agent one who is 
not subject to the dominion of nature. It still leaves man subject to the 
principles of physics and biology, and does not call for a belief in the super- 
natural or in miracles. All it does is to take account of the fact that man is 
capable of modifying his behavior by learning, and to govern his behavior 
by the skills and insights he has acquired. The learning gives him control 
over nature, because learning itself is a part of the natural order. 

Furthermore, within certain limits, provided there is no abnormality, 
man can select appropriate means or skills to achieve certain ends. A base- 
ball pitcher, for example, is “free” to pitch a curve or a straight ball, or 
even a “ bean " ball. At least he is “ free” to intend to make any of these 
pitches. If he has “ control," the intention will be executed. On the other 
hand, should his arm be broken, he will no longer be able to exercise such 
freedom. The abnormality in question will have deprived him of his free- 
dom. Should he decide to incapacitate the opposition’s star batter by pitch- 
ing a “bean” ball and the batter be killed as a result, it would involve no 
violation of scientific thinking to hold the pitcher responsible for the death. 
This use of the concept of responsibility, in other words, merely takes cog- 
nizance of the fact that a distinction can be made between accidents and 
deliberate acts. For a batter to be killed by a wild pitch is one thing, and 
for him to be killed by the pitcher’s intentionally directed aim is another. 
Recognition of this distinction is all that is involved in making freedom 
of choice one factor in the concept of legal responsibility. 

Without freedom of choice, democracy itself would be an illusion. Un- 
less people are free to choose their officials, there can be no government 
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by the people. Furthermore, the notion that a community is responsible 
for the kind of officials it votes into office would also have to be viewed as 
an unscientific notion, if it were maintained that modern psychiatry has 
demonstrated the illusory nature of the common idea that a voter is re- 
sponsible for the choice he makes at the polls. What is more, even an 
ultradeterministic psychiatrist wants to be left free to choose the course 
of action he deems best for his patients, and sees no incongruity in talking 
about his responsibility for their welfare. In his professional role he wants 
to be regarded as a free agent capable of making intelligent choices, and 
- willing to assume responsibility for what he prescribes. The concepts of 
freedom and responsibility implicit in the right and wrong test are not 
very different, and in this setting the lawyer's thinking is no less scientific 
than the psychiatrist's. All that the lawyer says is that he views the normal 
Citizen as a free agent capable of making intelligent choices with respect 
to matters of conventional, everyday ethics, and that effective social con- 
trol calls for holding the citizen responsible for the choices he makes. 
This somewhat extended discussion of the idea of man as a free agent 
is justified because of the rather momentous consequences bound up with 
its complete denial. As has already been indicated, the issue transcends the 
field of abnormal psychology and involves the tenability of a democratic 
philosophy of life. If the notion of man as a free agent is altogether an un- 
“scientific fiction, then educators might be deluding themselves when they 
demand the right to be “ free” to teach the truth as they see it. Similarly, 
journalists might be deluding themselves when they demand the right to 
be “ free " to report the news as they see fit, and to express themselves with 
uncoerced editorial freedom. Even freedom of worship might then come to 
be viewed as fictional. 
All such freedoms, of course, are accompanied by their respective cor- 
- relative responsibilities. It is these responsibilities which impose limits on 
the freedoms involved. As a consequence, the free teacher is mindful of 
the social effects of his teachings. He does not ask to be free to teach any- 
"thing in any manner — free to be brutal, obscene, deceitful, unjust, or free 
to corrupt his students by urging them to be tax dodgers, burglars, or confi- 
- dence men. His is a demand for responsible freedom. In analogous fashion 
- the journalist demands not freedom to libel and to misinform, but a free- 
dom in which he assumes the responsibility for not consciously or delib- 
erately printing lies. To the extent that teacher and journalist can choose 
- between the true and the untrue, the just and the unjust, the fair and the 
unfair or, more simply, the good and the bad, to that extent are they to be 
Viewed as free agents. When man cannot make such choices, he can no 
_ longer plan and no longer exercise a measure of control over his life. 
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Man's quest for freedom is not limited to a negative program of ridding 
himself from oppressive tyranny. It also calls for a positive program of 
searching for improved ways of making his world safe and satisfying for 
himself and others, As Erich Fromm has reminded us, the quest for free- 
dom involves both freedom from hostile forces as well as freedom to reach 
out for the good. Within such a frame of reference, provided one realizes 
that knowledge of good and evil is a function of the learning process, it is 
neither illusory nor unscientific to keep the idea of freedom alive. Within 
the narrower frame of reference of abnormal psychology, it is also neither 
illusory nor unscientific to say that psychotics or insane people are free 
agents to a lesser degree than normal or sane people. In this sense the 
M'Naghten Rules embody sound and scientifically tenable psychology, 

The Irresistible Impulse Test. Whether the M'Naghten Rules need to 
be supplemented by the irresistible impulse test, in order to cover the entire 
range of factors coming within the scope of the jurist's concern with mental 
abnormality, is a question of considerable psychological interest. At first 
glance it appears that the Rules have to do with disorders of thinking, and 
that the test deals with disorders of volition. If there is genuine independ- 
ence of the two kinds of disorder, then the existence of two sets of criteria 
for the establishment of a verdict of insanity would be justified. However, 
such a justification would be lacking if it can be demonstrated that disorder 
in the one arca is invariably accompanied by disorder in the other, or that 
trouble in differentiating right from wrong will necessarily lead to muddled 
volitional impulses, or that volitional turmoil will confuse one's notions of 
right and wrong. 

It is obviously difficult, if not impossible, to prove that any given act 
was “ irresistibly " impelled. A shoplifter may claim overwhelming strength 
of the impulse to steal, but as yet there is no clinical method by which such 
a claim can be validated by an actual laboratory test, Mere failure to resist 
an impulse is not proof of its “ irresistible” power. Neither does mere 
repetition of an act like stealing demonstrate the existence of such an 
abnormal impulse. Repetition as such would suggest a habit of stealing. 
Usually the kind of object stolen, what disposition is made of it, and the 
circumstances surrounding the theft are evaluated by the psychiatrist be- 
fore he is persuaded that the shoplifter should be classified as a klepto- 
maniac, 

In other words, pathological stealing has to be differentiated from 
“normal” stealing. A theft is more likely to be classified as pathological 
if the object taken is of no use to the thief, and if no effort is made to sell 
or pawn it. Sometimes the assurance of a morbid basis for the stealing is 
strengthened if it can also be ascertained that no pronounced effort to avoid 
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detection was made by the thief — as if the impulse to steal was so over- 
powering that he could not curb it despite the certainty of capture. Further- 
more, the kleptomaniac usually admits that at the time of stealing there 
was awareness of the illegal nature of the act, but that the act was forced 
in more or less inexplicable fashion by compulsive factors beyond the orbit 
of personal control. An admission of this kind, provided the account of the 
psychological factors be accepted as valid and accurate, renders the need for 
a supplementary criterion like the irresistible impulse test more under- 
standable; for it seems to show the possibility of the coexistence of a “ nor- 
mal” knowledge of right and wrong with a morbid loss of volitional con- 
trol. Stated differently, this means that unimpaired thinking ability is 
possible despite volitional disorder. 

If it should be demonstrated that volitional disorders of the kind in- 
volved in kleptomania and other compulsive acts also involve disruption of 
ideational control, then the M'Naghten Rules might be extended to 
cover all cases of “ insanity,” without invoking a separate rule to apply to 
abnormalities of volition. Although no systematic study of the possible im- 
pairment of cognitive functions in cases of kleptomania has been under- 
taken, one manifestation of such an impairment can be considered charac- 
teristic of compulsive disorders in general: the loss or deficiency in the 
ability to modify a mental set. Just what this implies for an understanding 
of disorders of thinking will be taken up in the next section, For the time 
being it will be sufficient to point out that adequacy of reasoning calls for 
appropriate shifting of mental set or attitude, depending upon the need 
for analysis of evidence, as opposed to mobilization of evidence or the 
need for a broad perspective in contrast to intensive scrutiny of a narrow 
range of data. 

Such active modification of the goal of the thought process is not only 
essential for efficiency, but is as much a matter of volitional as of ideational 
control. In this sense, compulsive disorders may be said to involve idea- 
tional disorders as well. To be more specific: the kleptomaniac is unable 
to substitute a different mental set for the one that prevails at the time 
the “ irresistible " impulse asserts itself. From this viewpoint, his volitional 
disorder may also be classified as a cognitive one. This is merely a repetition, 
in the present context, of what was said at the beginning of this chapter 
regarding the role of active attention in both volitional and rational control. 

Whether cases of compulsive behavior can be brought within the scope 
of the M'Naghten Rules without necessitating a special legal provision like 
the irresistible impulse test, is a moot issue. The very fact that some states 
have seen fit to supplement the Rules with the irresistible impulse test in- 
dicates the existence of some uncertainty in the matter. However, the ab- 


146 Volitional and Intellectual Abnormalities 


sence of a special irresistible impulse test in most jurisdictions suggests the 
possibility of so interpreting the provisions of the M'Naghten Rules as 
to bring compulsive disorders within their scope. 

In connection with this possibility, it should be noted that although 
the patient professes to “ know” that stealing is wrong, he may neverthe- 
less be said to be unable at the time of a particular compulsive theft to 
know the complete nature and quality of the act being undertaken. This 
disability may in turn be attributed to “defect of reason,” provided the 
control of mental sets be viewed as a constituent phase of the reasoning 
process, In other words, the kleptomaniac may be unable to shift his at- 
tention so as to consider what he is about to do from the viewpoint of the 
victim of the theft, nor can he so direct his attention as to discern the moti- 
vational factors responsible for his compulsion. In terms of this inability 
to appreciate the nature of his unconscious goads to stealing, he may be 
said not " to know the nature " of his act. In some such manner the psycho- 
logical implications of the M'Naghten Rules may be broadened to cover 
those cases which at first glance seem to involve no “ defect of reason,” but 
to be products of volitional disturbances exclusively, Additional justifica- 
tion for this telescoping of volitional and cognitive factors is supplied by 
studies of impairment of higher thought processes among patients suffer- 
ing from brain injury, as well as among some psychotic patients. These 
studies deal with psychological tests administered to such patients for the 
purpose of appraising the range and level of intellectual impairment, and 
their nature will be considered in the next section. 


CONCRETE VERSUS ABSTRACT BEHAVIOR 


For some decades there has been an accumulation of evidence to the 
effect that victims of brain injury and mental deterioration, though they 
may impress the casual observer as “ normal," may nevertheless be strikingly 
abnormal when confronted with the need to adjust to novel situations. 
Familiar, routine adjustments of an habitual kind are taken care of ade- 
quately, but those which involve a problem-solving feature may serve to 
reveal some abnormality. This abnormality may be described in terms of 
intellectual impairment or defective volitional control, depending on the 
relative prominence of these two aspects of problem-solving behavior. To 
understand the general nature of this phase of abnormal psychology, it 
is necessary to consider some obvious but frequently overlooked character- 
istics of normal thinking. 
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Nature of Abstract Thinking. Effective thinking requires the utiliza- 
tion of appropriate concepts. Dealing with a particular dog will involve 
one's knowledge of dogs in general. Even the elementary process of per- 
ceiving the animal as a dog calls for a shift in emphasis, so that the animal 
stands out from the general setting. A shift of this kind results in the 
isolation of the figure from its surrounding context, just as the reading 
process renders the word or phrase read momentarily more prominent than 
the rest of the page, or the rest of the objects in the room. Such an isola- 
tion of figure can be described as a process of detaching the object of think- 
ing or perception from the total context in which it lies embedded. 

Furthermore, in order to understand what is being seen or read an ap- 
propriate mental set must be introduced. Reading for meaning is not the 
same as reading in order to check on accuracy of spelling, Perceiving a dog 
as a dachshund is not the same as perceiving the animal as a victim of dis- 
temper. What is popularly referred to as a shift of attention thus involves 
the introduction of different concepts or abstract ideas. The general con- 
cept of dog includes many subordinate concepts having to do with particu- 
lar breeds like dachshund, collie, and police dog. 

In everyday life the articulation between appropriate concept and 
Specific or concrete event is so well integrated, and functions so automati- 
cally, that the nature of the complexity of factors involved is rarely con- 
sidered. However, in clinical work with patients whose integration is 
disrupted, these factors can be more easily noted. Indeed, numerous clini- 
cians have pointed out that a salient feature of the ideational life of brain- 
damaged and psychotic patients centers around a loss of capacity to deal 
with abstractions. Such patients have trouble in manipulating concepts, or 
in bringing relevant categories to bear on specific problem situations, 
Goldstein and Scheerer ?? have discussed what such impairment implies for 
the efficiency of the patient’s adjustments by pointing out that both cog- 
nitive and volitional factors are involved. In their own words: “ The ab- 
Stract attitude is the basis for . . . conscious and volitional modes of be- 
havior.” 1" 

Volitional Factors in Thinking. The role of volitional processes in ordi- 
nary thinking and reasoning may not be immediately obvious. It is sug- 
gested by what common-sense psychology refers to as the importance of 
concentration and attention in intellectual effort, or by saying that some- 
one had “ to force " himself to study, or to listen to a lecture. This sort of 
forcing often occurs because of the relationship between some remote goal 
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and the uncongenial act. The freshman working on his mathematics as- 
signment despite his dislike for the subject is a convenient instance of this 
familiar kind of volitional control. His remote academic goal might be a 
doctorate in constitutional law, and his immediate concern with mathe- 
matics would have no direct implication for competence in his future field 
of specialization. However, his appreciation of the nature of the abstrac- 
tion known as a university curriculum enables him to act as if there were 
such a direct implication. He can force himself to tackle the for him un- 
appealing present task, because of his implicit or explicit awareness of 
its bearing on the abstraction of the curriculum. The abstract attitude 
enables him to initiate the appropriate mental set to deal with specific 
issues belonging to the category of mathematics, The latter involves an- 
other abstraction, so that while he is manipulating a concrete algebraic 
symbol, he does so in terms of the requirements of this category or abstrac- 
tion having to do with the conceptual realm of mathematics. In this sense, 
effective handling of the concrete requires its articulation with the abstract. 

Categorical or abstract thinking thus lies beneath the voluntary initia- 
tion of a relevant mental set. Furthermore, as the student copes with his 
assignment he has to shift from one concrete task to another, At one in- 
stant the algebraic symbols have to be added, then factoring may be called 
for, and finally all the work may have to be checked. Such shifting from 
one phase of a problem situation to another is also a function of the abstract 
attitude. It should, furthermore, be obvious that if the student were to be 
$0 narrowly preoccupied with any one of these concrete tasks that its rela- 
tionship to the others would be shunted out completely, his solution of 
the problem would be impossible. Within certain limits he has to keep 
different phases of the total task in mind concurrently, like knowing that 
he is adding in order to factor. This, in turn, reveals an additional function 
of the abstract attitude: it is involved in the understanding of part-whole 
relationships. Without such understanding, complex problems could not 
be broken down into less wieldy, simpler, and more concrete issues that can 
be scrutinized separately for purposes of analysis. In the light of such an 
analysis the thinker can perceive how the subordinate parts or the constitu- 
ent issues are bound up with the complex whole. 

Role of Hypotheses. What is more, as such an analysis proceeds, the 
thinker may stumble on significant analogies as he chances to detect items 
in the present problem situation that are the same as those in some previous 
or some anticipated one, In checking on the relevance and validity of such 
analogies, he formulates such hypotheses as, “ if this is true, then this ought 
to follow." 

Effective thinking often demands the manipulation of such hypotheti- 
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to it as a symbol of his parent’s divorce scandal. Under the circumstances, 
he would be unable to view triangles as geometrical abstractions altogether 
devoid of any personal reference, 


Kurt Goldstein's description of the nature of this attitude. By going back 
Over the individual examples given, it will be noted that they were selected 
to illustrate the role of the abstract attitude in bringing about different 
Phases of active thinking. These phases can be summarized by a conceptual 
Scheme which recognizes six broad functions of the abstract attitude, Para- 
phrasing Goldstein's * wording of these functions, they are: 


(1) The voluntary initiation of a given mental set. 
(2) ‘The deliberate shifting from one aspect of a problem situation to an- 


| (3) Keeping a mental grasp on different parts of the total problem at the 
Ime time, 

(4) ‘The perception of the essential elements of the problem, or analyzing a 
given whole into its important parts, so that the latter can be voluntarily 
isolated 

(5) 
oft involving setting up hypotheses, so that the thinker can deal with that 
Which may be merely theoretically or conceptually possible. 

(6) ‘The maintenance of an objective or impersonal attack on the problem 
by keeping the ego detached from it. 


"The detection of common factors with a view to planning the next step, 


It should be obvious that the young child is incapable of exhibiting 

all of these functions of the basic abstract attitude, for in their totality 

‘they are manifestations of mature thinking. In the child the concrete atti- 

de is, of course, much more dominant. As the term indicates, concrete 

?? Coldstei “The significance of psychological research in schizophrenia,” 

th. 2: in Contemporary Pochtpethology (8.3. Tooting, ol). Harvard Urb. Fran, 
imbridge, 1944, p. 304. 
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thinking is more intimately tied to the semory characteristics of a given 
situation, It may be regarded as more realistic in being dominated by what 
is seen and touched, and less influenced by what is implied or suggested. 
Stated more technically, the concrete thinker is stimulus bound, and con 
sequently will be more rigid in his thinking. Flexibility of adjustment to 
changed circumstances will therefore be difficult for him. 


disturbance of volitional control, in the seme that he was seemingly un 
able to will to recite the aphabet. On the other hand, if such recitation be 
clamifed as an elementary cognitive performance, then the disability 
could sho be viewed as a disturbance of cognition. Quite obviously, both 
volitional and cognitive functions arc operative here, thus supplying addi 
tional justification for dicuming abnormalities of thew functions as an 
interrelated complex. 

In the clinical stody of brain damaged patients the prycholagical er- 
aminer cannot take it for granted that conceptual thinking is unimpaired 
merely becsuse the patient gives correct anewery to problems prowimably 


more revealing than the realt achieved. Goldstein cites the one of the 
patent who proceeded to amewer the question of what is the sum of 4 plas 
3 by uting his fingers. He prewed cach finger down as he counted out loud 
“1,334” Then be prened three more down and counted " 1,23" Con- 
tinuing to we this concrete mode of counting, he called off " 1,4665," 
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and ended with 4 and 3 are 7." Nevertheless, despite his ap arent ¢ 
of the nat f the problem, he was unable to state whether of 
than 4. He wa ompcelled to resort to finger nting ecret 
Sedure — because his conception of numbers in the tact 

What irs to be the simpler of two tasks to the 


be more diii t for the patient with reduced capacity for cates 


Pisua: | 
thinking. 1 x trated ty reference 
Mveral tos! by Gokditem and ha [IE 
Inpairment of tract thinking, In this test 0 
designs made by placing rods ot sticks is < pantape 
WSs unable t pyt ponit f a ngi tit t 
deugn of the í g the am of ten iot i 
Mary obser di gh! suggest that the 


problem more re than a simpler one. 5 
apprecuate what thes t tasks im ton th 
ing to copy the pout i a single stick mig 
abstracts n tha ming the design of so b 
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as a house. In dealing with the single stick its position has to be noted with 
reference to some spatial scheme like “ vertical,” or “ pointing northwest,” 
or “horizontal.” Should such spatial concepts be destroyed or impaired, 
the “simpler” problems of the stick test might prove more troublesome 
than the more “complex” ones. Even what appear to be tasks of equal 
difficulty might not be so for the patient. Thus, copying a design from 
memory of two sticks placed together so as to form an angle, might appear 
to be equally easy if the apex of the angle points either up or down. Still, 
one patient could reproduce the one and not the other. With the apex 
down it was the familiar, concrete letter “ V," while with apex up it could 
not be recognized as a familiar design. 

It should thus be clear that impairment of the capacity for abstract 
thinking may prove to be a serious handicap for the patient. The authors 
once had occasion to examine a patient who had amassed a fortune as 
a successful contractor. He developed a very serious condition characterized 
by considerable atrophy of brain tissue. Because of his trouble he had 
to retire from business, and was leading a very secluded life in a hotel 
where he could pursue a quiet routine. And yet this routine was not devoid 
of complications for him. Even the purchase of a morning newspaper was 
often troublesome, especially if the news vendor had to give him change. 
The patient could not figure out how much change he ought to receive. 
If he received change from a dollar, he clutched the coins in his hand and 
retired to the privacy of his hotel room to spread them out on the table, 
and added the total. Then he removed a nickel from a pile of twenty, kept 
for this purpose, in order to count the number remaining. When the two 
piles of coins both added up to 95 cents, he knew that he had not been 
victimized, Without having actual coins in front of him, he was unable 
to do the figuring. He could not manipulate the symbols or ideational rep- 
resentatives of the coins. Such manipulation is, of course, essential for 
dealing with abstractions. 

Levels of Concreteness and Abstraction. There are various levels both 
of concreteness and of abstraction. 'T'o look at a nickel is a concrete per- 
ception. To look at a nickel one is holding in one's fingers is still more 
concrete. At a more symbolic level, we can say that the word money is less 
concrete than the symbol $.05, and the phrase financial transaction is more 
abstract than the word money. Being able to think of the preceding terms 
and their respective meanings without looking at them entails a higher 
level of abstraction than grasping the meanings while reading the words in 
an organized context. In fact, when understanding is balked people often 
have recourse to more concrete or less abstract levels of thinking. Trying 
to envisage the shortest automobile route from Detroit to Miami, for ex- 
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ample, may be impossible for many people. A road map would be a neces- 
sity under such circumstances. It would be a more concrete mode of 
thinking of the route than trying to symbolize it in terms of a visual image. 
And the latter, in turn, would be more concrete than a verbal description 
of the sequence of highways. In fact, the difficulty is often circumvented 
by noting highway numbers rather than trying to remember the route in 
detail. 

As this example shows, spatial orientation involves the abstract atti- 
tude. Impairment of this function of categorical thinking can often be 
demonstrated in brain injured patients. To check on this, the examiner 
may ask them to draw a simple diagram of the layout of rooms at home. 
Even though the home may be just a three room apartment with which 
they are altogether familiar, they fail in this simple task. They “ know " the 
layout when they are at home and have to go from kitchen to bedroom, 
Their orientation is excellent in the concrete situation of being at home, 
but faulty in the more abstract situation of having to schematize the 
floor plan. Similar difficulties in handling spatial relationships may show 
up when they are requested to deal with a clock face. They may be able 
to tell what time it is without any trouble. However, when asked to move 
the hands from the 10:15 position to show 11:50, they are unable to 
comply. They can deal with the concrete problem of recognizing what the 
hands symbolize in a given position, but cannot cope with the more ab- 
stract problem of anticipating where the hands would have to be placed in 
order to indicate a different hour. 

Ideational Rigidity. The rigidity '* resulting from a reduced capacity 
to manipulate abstractions mentioned previously is once again manifested 
by these disturbances in orientation. They bind the patient to the concrete 
situation before him so that he is unable to reconstruct the past or to 
plan the future. He is bound to the specific and more or less tangible char- 
acteristics of the stimulus situation actually before him. Even playful de- 
parture from the present in the form of daydreams may involve more flexi- 
bility of imagination than he possesses. His stimulus-bound rigidity would 
render it impossible for him to toy with the idea of being in China in the 
days of Marco Polo. His inability to deal with products of playful fantasy 
shows up when he is asked merely to repeat the words of a sentence like, 
“The black snow was falling on a hot summer afternoon." He would argue 
that this is impossible. If the examiner agrees wholeheartedly that the 

18 Rigidi inihi rs to reduced flexibility in adjustment. Some- 
tme uc ci cre des to ara lack of plasticity ora lack of variability. An ck 


3 $ ele literature, is 
cellent discussion of rigidity, along with helpful references to the relevant ature, is 
to be found in the Ende article: Werner, H., “Abnormal and subnormal rigidity, 


+ dbnorm. soc, Psychol., 1946, 41, 15-24 
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meaning is contradictory and absurd, but that he would just like the patient 
to try to repeat the words as an exercise in speech or by way of pretending 
that the impossible is possible, he would still be unable to say the words. 
The rigidity of the patient's outlook seemingly prevents him from shifting 
his attitudes so as to make believe something might be so, or to consider 
hypothetical situations alien to present sensory impression, or contradicted 
by what the patient knows to be true. 


CLINICAL TESTS OF IMPAIRED THINKING 


Various tests have been devised to appraise the impairment of abstract 
attitude, or the capacity of the patient to bring appropriate concepts to 
bear on problem situations. Some of these, such as the stick test, have al- 
ready been briefly mentioned. Others will be considered in the present 
section. 

The Vigotsky Test. One test that has been used extensively both in this 
country and abroad is the Vigotsky test, or the Hanfmann-Kasanin," test 
as it is also called. It is referred to so often in contemporary discussions of 
clinical problems that a brief description of it is justified. The subject or 
patient is confronted with 22 randomly placed wooden blocks of different 
shapes and colors. He is told that there are four different kinds, and that 
he is expected to sort them so that each kind will be grouped together in 
a separate corner of the board on which the blocks are placed. There are 
more than four different colors and four different geometric shapes, so 
that neither color nor shape can be the basis for sorting. The actual basis 
for sorting is in terms of height and mass, so that, irrespective of shape 
and color, all the large tall blocks belong in one group, the large flat ones 
in another, the small tall ones in a third group, and the small flat ones in 
the fourth. Accordingly, the problem situation calls for noting the irrele- 
vance of color and shape and the need to do the sorting in terms of the 
categories of height and mass. In other words, irrelevant categories have 
to be shunted out and the relevant ones brought to bear on the problem. 

As the patient manipulates the blocks his mode of attack and his 
chance comments are noted, and when he seems unable to proceed, he is 
given a clue to the solution. Eventually, should he be unable to cope with 
the problem despite the examiner’s introduction of more and more hints, 

14 The test in question is also known as the Ach-Sakharov test. It was originally 
devised by the German psychologist N. Ach and then taken over with slight modifica- 
tions by Russian psychiatrists like Vigotsky. It was made known to American clinicians 


largely through the work of Hanfmann and Kasanin. See Hanfmann, E., and Kasanin, Js 
“Conceptual thinking in schizophrenia,” Nery. ment. Dis. Monogr., No. 68, 1942. 
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the blocks are sorted for him and then jumbled into the original hetero- 
geneous scramble, so as to give him another Opportunity to demonstrate 
his possible grasp of the principle underlying the sorting. In case he suc- 
ceeds in doing this or, for that matter, in case he sorts them correctly with- 
out the examiner's assistance, he is asked to formulate the principle in 
words. 


Ficure 12. Sorting the blocks of the Vigotsky test. 


This phase of the procedure involves an important aspect of abstract 
thinking. Being able to utilize the correct category or the appropriate prin- 
ciple without being able to explain it in words, constitutes a lower level of 
abstract behavior than that of the person who not only solves the problem 
but can also formulate the principle involved. A crude analogy will clarify 
this: two chauffeurs may handle cars with equal dexterity, and yet be at 
different levels of proficiency in their understanding of automotive me- 
chanics. The one may be able to shift gears quite dextrously, and yet be 
unable to explain the nature of or the reason for the gear mechanism, 
while the other not only handles the shifting just as dextrously, but can 
also describe the mechanical principles involved. Under the circumstances, 
the first driver’s manipulation of gears involves less insight than that of 
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the second. Consequently, a higher level of the abstract attitude can be 
attributed to the latter. He not only has manipulative skill, but also con- 
ceptual understanding. The distinction is a variant of what traditional 
psychology has referred to as the difference between knowledge of ac- 
quaintance and knowledge-about. 

Object Assembly Test. Disorders of categorical thinking can be diag- 
nosed not only by means of tests like the Vigotsky test. In addition to 
sorting blocks, the patient may be confronted with miniature objects like 
those children use to furnish a doll house. The task set the patient would 
obviously be that of grouping the articles so that kitchen equipment would 
be together in one unit, bedroom furniture in another, bathroom fixtures 
in a third, and so on for the remaining articles in the original assortment. 
Or else, to cite one more possible test situation, the patient may be asked 
to sort toy objects suggestive of farm life. In all such problem situations 
the patient has to bring appropriate concepts to bear on the assigned task. 
He has to show that he knows what belongs together or fits into a given 
category. To group a toy chick, a horse, and a hoe in one corner would be 
indicative of impaired categorical thinking, if the “ correct” solution called 
for placing mother hen and six chicks in one group, mare and foal in a 
second, and hoe, rake, and shovel in a third. 

The Columbia Test. Purely verbal tests can also be employed to ex- 
amine patients for the purpose of checking on the integrity of conceptual 
thinking. In a fairly recent test '? which has not yet been given a. simple 
name, but which may here be referred to as the Columbia * test, the pa- 
tient is required to work out the relationship between such categories as 
needs, activities, means, and social institutions, as exemplified by a series 
of words like hunger, eating, food, and restaurant. Without describing the 
nature of the test in detail, it will suffice to say that the patient is first 
seated in front of a large sheet of cardboard on which lines have bcen 
drawn to form a square subdivided into sixteen smaller squares, with four 
on a side. Four words are printed in diagonal fashion in the pattern as 
shown in Diagram A. Then the subject is given twelve little cardboard 
squares with words printed on them. These squares are to be placed in the 
blank ones on the large cardboard, so as to bring out understanding of the 
categorical relationships between the four key words and the words on 
the twelve small cards. What this calls for can be readily perceived by 
noting the pattern in Diagram B, which shows the final appearance upon 
correct solution of the task. 

15 Rashkis, H., Cushman, J. F., and Landis, C., “ A new method for studying dis- 


orders of conceptual thinking," J. abnorm. soc. Psychol., 1946, 41, 70-74. 
16 The method was developed at the Psychiatric Institute of Columbia University. 
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DIAGRAM A DIAGRAM B 


Three Modes of Behavior. By noting different ways in which normal 
people, children, and the mentally disturbed go about pigeonholing the 
specific words in the blank spaces surrounding the key words, the investi- 
gators came to recognize three distinctive modes of behavior, related to 
those previously mentioned in connection with Goldstein's analyses. Fur- 
thermore, like the latter, they also perceived a close relationship between 
cognitive and volitional disorders. This is indicated by their express usage 
of the word volitional in the following paraphrase of their account of the 
three modes of behavior: 

(1) Abstract behavior designates the voluntary forming of an attitude 
in terms of which the subject engages in an active search for governing 
principles that enable him to get at the problem with such a degree of in- 
Sight as to be able to solve it correctly, and also to give a verbal account of 
the rational foundation of his scheme of arranging the individual words in 
Such a way as to arrive at the kind of pattern shown in Diagram B. 

(2) Complex behavior represents a level not as sophisticated or as in- 
Sightful as the abstract level. The subject groups the words in terms of an 
- acceptable principle of classification, but is unable to supply a satisfactory 
- Verbal account of this principle. 

(3) Concrete behavior xefers to the lowest level of adjustment to the 
problem, as shown by the subject's inability to perceive the fundamental 
Categorical relationships involved. He cannot fit the individual words into 
the conceptual scheme implicit in the arrangement of the key words be- 
fore him, 

To obtain a better understanding of these three kinds of behavior, let 
Us now consider a few of the specific findings reported by the originators 
— 0f this test. One patient, a victim of paresis or syphilis of the brain, picked 
UP the card with the word liquid on it and began to jabber in incoherent 
- fashion about “ liquid " and * liquor." He could not be induced to admit 

that the word on the card went with any word on the board. This, of. 
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course, constitutes an extreme degree of concrete behavior. The concrete 
implications were brought out even more clearly by the behavior of other 
patients and some children in their tendency to react to the individual 
words by references to their private lives. For example, another patient, 
also suffering from paresis, when confronted with the word restaurant told 
of having worked in such an establishment for $22 per week. A normal 
child responded to the word marriage with the comment, “ That's my 
sister.” 

These manifestations of the concrete attitude also reveal what was 
earlier referred to as the inability to detach the ego from the outer world. 
Partial detachment is well illustrated by the “ complex” behavior of the 
child who, though not able to formulate the abstract principle involved 
in his arrangement of the words pertaining to the category of thirst, never- 
theless revealed some implicit grasp of the relationships involved by saying, 
“When you're walking along you see a fountain and get thirsty, then you 
go in and get a drink.” 

Cluster-form Thinking. The Columbia test thus brings out several im- 
portant aspects of thinking capacity and volitional control which merit 
more extended discussion. The intermediate category labelled complex 
behavior can be viewed as an advance over the most concrete forms of 
concrete behavior, even though it falls short of the higher levels of abstract 
behavior. This use of the term complex was introduced by Vigotsky. It 
may possibly be the same kind of ideational organization which Norman 
Cameron has called cluster-form. Items or objects are seen as belonging 
together because of some rather private and uniquely personal basis for the 
linkage. If a patient were to say that a box of matches goes with a mattress 
because “ Uncle Joe likes to smoke in bed,” the ideation in question could 
be classified as cluster-form. 

Sometimes the patient in clinical tests may not be able to supply the 
basis for his grouping and the result may look like the consequences of 
confused thinking. To cite a simple instance of this: a patient in an object- 
sorting test may put a toy cat and baby shoes together and ignore the 
undressed doll. When asked why he does this, he may refuse to answer. 
Tt may appear that he lacks any basis in experience for his sorting behavior. 
Nevertheless, once the clinician recalls the story of Puss In Boots, the pa- 
tient’s grouping may no longer seem so impulsively groundless. In the 
Columbia test it is conceivable that a subject may place the words drink- 
ing and working on either side of the key word eating, because all the 
words have the same ending. For him, they cluster in view of the common 
suffix. This may take place even though the patient is unwilling or unable 
to specify the basis for his grouping. It may seem to him as if the words 
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belong together, even though he is unable to abstract the common factor 
of the identical ending. 

Both complex and abstract thinking as revealed by the Columbia test 
involve the utilization of some principle on the part of the subject. They 
also involve the kind of mental set characteristic of an attitude of effortful 
attention or an act of volition. Furthermore, the test permits the examiner 
to note the subject’s ability to shift his mental set. This can be done by 
having the examiner arrange the cards in accordance with the abstract 
principle indicated in Diagram B, in order to find out whether those sub- 
jects who had been unable to find this principle for themselves and had 
pigeonholed the cards in terms of some less abstract principle can now 
shift their thinking from the latter principle to the former. Refusal to shift 
in this way is suggestive of rigidity of thinking or lack of the kind of flexi- 
bility necessary to view a problem from different angles. This is but an- 
other way of stressing the close relationship between volitional control and 
effec" ve thinking. 

Some Clinical Differences. The implications of such a test for abnor- 
mal psychology can be brought out by summarizing the findings reported 
by the three investigators responsible for the test. They administered the 
tests to four groups of subjects — two normal groups and two abnormal 
groups. The former consisted of a group of normal adults between the 
ages of 16 and 21 years, and of a group of normal children from 13 to 15 
years old. Their abnormal groups consisted of paretic patients and schizo- 
phrenic patients. As we have seen, paretic patients are victims of syphilis 
of the brain. There is actual pathology of the brain tissue, so that the con- 
dition is classifiable as an organic psychosis, Paretics thus belong in the 
category of brain damaged cases. As will be brought out in greater detail 
in a later chapter, schizophrenic patients are not victims of brain damage 
in this sense. Cerebral pathology is not characteristic of their condition; 
hence it is customary to classify schizophrenia as a functional psychosis. 
For purposes of provisional differentiation it might prove helpful to think 
of paresis as a mental disease and of schizophrenia as a mental disorder. 

These four groups revealed some interesting differences. Only the nor- 
mal adults succeeded in achieving the highest level of abstract thinking 
by sorting the words in accordance with the categories required by the 
pattern of Diagram B. None of the children and none of the patients at- 
tained this level. However, all of the children and all of the schizophrenic 
subjects succeeded in sorting at the complex level. With a few exceptions, 
the paretics were unable to rise above a concrete mode of behavior. Further- 
more, with reference to the volitional aspects of the test the investigators 
found the children and the paretics seemingly incapable of initiating a 
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in disturbances of thinking due to brain injury. It may also be viewed as 
an aphasic disturbance and, as was pointed out in the chapter dealing with 
aphasic disturbances, aphasia involves inadequate control of “ symbolic 
formulation and expression.” Inadequacy of this kind is often seen in brain 
damaged cases, such as those due to trauma of some kind, To the extent 
that schizophrenia is functional in the sense of being free from such trau- 
matic factors loss of categorical thinking as exhibited by aphasic patients is 
not likely to be a characteristic feature of schizophrenia.” When it is 
found we may either suspect the soundness of the diagnosis, or else won- 
der whether the given case of schizophrenia may not be complicated by 
brain trauma. 

Rorschach Clues to Schizophrenic ‘Thinking, If the schizophrenic's ab- 
normality of thinking is not fundamentally a matter of reduced capacity 
for dealing with abstractions, we might well ask, What are its essential 
characteristics? In some respects it might be correct to say that the schizo 
phrenic is too abstract in his thinking, or insufficiently concrete in that he 
fails to keep his abstractions within the limits of what the world of reality 
renders possible, A well known example of this is supplied by the: Ror- 
schach Test, in which the patient is confronted with a series of ten stand 
ard ink blots and required to tell what he sees in them, or what each one 
might be. In the normal person's responses to this test situation there is 
usually an obvious relationship between the characteristics of the blot mate- 
rial and the reported perceptual constructs, as though the normal subject's 
creative fantasy were held in check by the limitations to plausibility im- 
posed by what he sees on the card before him. However, such is not the 
case when schizophrenics take the test. They often interpret the whole 
blot in terms of the suggestion aroused by a small fragment of the blot, 
even though the interpretation in question is flagrantly at variance with 
the shape of the blot, This is technically known as a confabulatory re- 
sponse. A tiny projection on onc of the blots bearing some resemblance 
to a dog’s tail may suffice to induce the schizophrenic patient to call the 
entire blot a picture of a dog. For the normal person it is impossible to sec 
even à remote resemblance between the blot's contours and the concept 
of a dog. 

Contaminated Thinking. One additional instance of the schizophren- 
ic's poor control of his concepts is also supplied by the Rorschach test. In 

?* For an casily accessible contrary view the following article should be consulted: 
Hanfmann, E., ” Analysis of the thinking disorder in a case of schizophrenia,” in Con- 
temporary Psychopathology (S. S. Tomkins, ed.). Harvard Univ, Press, Cambridge, 
1944. PP- 3197339- 

H See , B., and Kelley, D. M., The Rorschach Technique. Yonkers-on- 
Hudson, World Book Co., 1942. pp. 348-369- 
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what is called a contaminated response, the patient fuses two incompatible 
Or incongruous ideas into one perceptual whole, A stock example of such 
Contamination was supplied by Rorschach himself, who had a patient who 
interpreted one of the blots as being the “ liver of a solidly living politi- 
cian.” In this blot, both the shape and the surface appearance suggested 
‘a discased liver to the patient, A different mental set aroused the percep- 
tion of a statesman. However, instead of giving these as two discrete re 
‘sponses the schizophrenic patient, seemingly unaware of the grotesque 
Outcome, fused them into the single bizarre concept of a politician's liver. 
ontamination as used in this context is reminiscent of some of Dali's 
paintings. Dali endeavored to give pictorial expression to the confused 
ideation of the disordered mind, Fantastically irrelevant ideas are thrown 

gether on his canvases. For example, one of his pictures is supposed to ex- 
j the conception of the “debris of an automobile giving birth to a 
blind horse biting a telephone.” ** This kind of unrealistic concept forma- 
tion illustrates contaminated thinking. The fact that such thinking is char- 
cterístic of the schizophrenic patient indicates that, far from being unable 
lo think in conceptual terms, the schizophrenic seems to be handicapped 
an inability to hold his abstractions in check by the demands of concrete 
reality, 


This kind of volitional control seems to be impaired in schizophrenia. 
ameron ** has put this rather clearly when he states that the schizo- 
ic is unable “ to maintain adequate boundaries.” One of his patients 
ified this inability still further when he endeavored to explain his diffi 
aulty in manipulating an object in a clinical test by saying, “I've got to 
| Soby, J. T., Salvador Dali. New York, Simon and Schumer, 1046, p66. 

Incidentally, it might be said that artistic creations of psychotic paticnts in general 
Id of schizophrenic patients in particular have elicited the professional interest of some 
llogists. A good reference to start with is the following: Anastasi, A., and Foley, J., 
of the literature on artistic behavior in the abnormal," J. gen. Psychol., 1941, 


; 387-17. 1 = 
a Gamérons N., “ Deterioration and regression in schizophrenic thinking," ch. 24 
ontemporary Psychopathology (S. S. Tomkins, ed.). Harvard Univ. Pres, Cam- 


idge, 1944, p. 334. 
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pick it out of the whole room; I can't confine it to this game.” In other 
words, the schizophrenic fails to limit his thinking to the logically relevant. 
Scattered objects in the room, noises outside, or whatever else chances to 
come within his perceptual field, are apt to be included in his attack on 
an assigned problem. Random memories and inner broodings are also 
likely to be incorporated so that, as Cameron ** states, these patients are 
“unable to organize and subordinate the events occurring simultaneously 
in their organism — perceptual, memorial, imaginal." As a result, the clini- 
cian's “ simple" problems become overwhelming in their complexity for 
the patient. It is not surprising that the clinician's notes may then describe 
the patient as " distractible, confused, and out of touch with reality." 

Ego-involvement and Autistic Thinking. This brief account of some of 
the characteristics of schizophrenic thinking indicates that the failure “ to 
maintain adequate boundaries” results in the intrusion of a welter of in- 
congruous categories. The fact that the patient may also include his pri- 
vate worries among these categories exemplifies what was earlier * referred 
to as failure to maintain an impersonal attack on a problem. This squares 
with Goldstein's analysis of the varied functions of the abstract attitude. 
The particular function is that which Goldstein refers to as detaching the 
“ego from the outerworld." In everyday terms this is commonly recog- 
nized as the maintenance of a detached attitude, or as viewing a problem 
objectively or realistically. What many clinicians have noted is the schizo- 
phrenic's inability to maintain such a detachment. His thinking is too ego- 
involved, or too enmeshed in his inner world of fantasy. This world may 
then come to seem more real to him than the outer world of reality. Such 
distortion of or flight from reality was said to be characteristic of autistic 
or dereistic thinking.** It may now be observed that such autistic thinking 
involves a failure to maintain the boundary between fact and fancy. 

To a vast extent, confusion of fact with fancy or of hope with accom- 
plishment is a consequence of the distorting influence of strong desire. It 
reflects the dynamic influence of wishes on the interpretation of fact. It 
suggests the relative ease with which human beings tend to see what they 
want to see, to believe what they want to believe, and to twist evidence so 
as to bring it into line with prejudice, hope, or yearning. The prevalence of 
this human frailty has induced some students of human nature to regard 
almost all human thinking as wishful thinking, and the intricacies of mo- 
tivation as more important than those of cognition for an understanding of 
abnormal behavior. That is one reason why consideration of defense dy- 
namisms has come to play an increasing role in psychoanalytic studies. 

24 Op. cit., p. 336. 
25 See p. 149. 26 Chapter 3, p. 6o. 


Clinical Tests of Impaired Thinking 165 


What the patient dreams of attaining, the feelings he harbors, the im- 
pulses he struggles against, become the objects of professional search on 
the part of the psychotherapist. Fallacies in thinking, inadequate concept 
formation, insufficient factual information, erroneous ideas, and other 
causes of incorrect or crooked reasoning are either entirely overlooked, or 
noted in very cursory fashion. The implicit assumption seems to be that 
once the patient’s complexes are straightened out, his reasoning will also 
be straightened out. 

Impulse Versus Reason. In the light of historical perspective this em- 
phasis on motivation may be viewed as a reaction against traditional stress 
on insanity as a disorder of reason. It is in terms of this tradition that in- 
sane people are still referred to as irrational in their conduct. In the dis- 
cussion of the M’Naghten Rules at the beginning of this chapter this in- 
tellectualistic approach to the concept of insanity was brought out, when 
mention was made of the way in which these Rules make such phrases as 
" defect of reason” and “ knowledge of right and wrong " essential criteria 
for a verdict of insanity. Contemporary psychiatric dissatisfaction with the 
concept of insanity, it will be recalled, is partly due to the way in which 
this concept scems to glorify the intellect at the expense of feeling and 
emotion. These critics regard irrational behavior as a product of the im- 
periousness of balked and often unconscious wishes, rather than of absent 
logical controls. 

As was mentioned previously, this general, anti-intellectualistic view of 
human nature is also reflected in psychoanalytic observation, to the effect 
that man is not so much a rational creature as a rationalizing one, There 
can be no doubt about the importance of these Freudian discoveries of the 
dynamisms militating against straight thinking and effective adjustment. 
However, one may question whether the dethronement of reason should 
be taken to mean its total abdication. At all events, some of Freud's fol- 
lowers have given the impression that to them it scems altogether futile 
to appeal to a patient's reason or intellect. They seem to have failed to 
grasp the significance of what Freud * himself referred to when he wrote, 
“The voice of the intellect is a soft one, but it docs not rest until it has 
gained a hearing." y 

The dynamic implications of this well-known Freudian sentence should 
not be overlooked. To say that the intellect “ does not rest until it has 
gained a hearing ” implies motivation behind such restlessness. Traditional 
lists of human motives and desires usually neglect to mention any which 
would account for the need to acknowledge the demands of the intellect. 
Nevertheless, the readiness with which people resent being called illogical 

27 Freud, S., The Future of an Illusion. London, Hogarth Press, 1934, p. 93. 
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or unreasonable suggests the existence of an urge to be a straight thinker. 
The urge may be feeble in comparison with the surges of passion that 
often threaten to engulf it, but it persists despite the ebb and flow of the 
waves of irrational impulse. This very persistence may render it desirable 
to take more advantage of it in handling many psychiatric cases than has 
been customary in some psychiatric circles. 

For the psychotherapist to be exclusively concerned with his patient's 
morbid feelings, emotions, and unconscious goads to action, while neg- 
lecting the possibility of ventilating some of this morbidity by concern 
for his patient's warped thinking, may be poor therapeutic strategy. Stated 
somewhat differently, if much of psychotherapy be classified as a form of 
re-education, then development of more penetrating intellectual insight 
might well be coordinate in therapeutic importance with the enhancement 
of emotional maturity. Man is neither exclusively intellectual nor exclu- 
sively emotional, neither completely rational nor wholly a creature of im- 
pulse; hence the need to consider all phases of his make-up, if his mental 
abnormalities are to be understood and treated effectively. 

Centuries ago the early Greek philosophers referred to man’s rational 
as well as his irrational soul. They thought of these as interrelated com- 
ponents in the life of man. Today their language is regarded as metaphoric 
or obsolete, Yet their basic problem of the relative claims of desire versus 
restraint, or impulse versus reason, is still with us. Even substitution of such 
psychoanalytic terms as id versus superego does not introduce any drastic 
change in the underlying problem. 

Concluding Comments. What is of special importance for the student 
of abnormal psychology is the realization that adequate understanding of 
personality disorders still calls for appreciation of the fact that such dis- 
orders often reflect a lack of balance between the demands of man’s bio- 
logical heritage, and those of his cultural heritage. The latter includes a 
need to be loyal to truth, to consider evidence, to acknowledge error, and 
to seek proof, All this is implicit in the Platonic notion of a rational soul. 
What the present chapter has been concerned with can now be envisaged 
as a demonstration of the continued importance of the study of this 
“soul” for the student of abnormal psychology. Just as personality inte- 
gration is a function of optimal balance between desire and restraint, so 
its disintegration as observed by the psychopathologist indicates a disturb- 
ance of this balance. Abnormality may mean either excess of impulse or 
inadequate cognitive controls. Sometimes it may also mean a pathological 
inhibition of the spontaneity of impulse by means of over-rigid ideational 
controls. The wise clinician appraises all these possibilities in his efforts to 
be of service to his patients. 


The Abnormally Endowed 


_ Ir was Lonc seen customary to think of the fecbleminded and of the 
- genius as representing the extremes of native mental endowment. The 
- feebleminded were the unfortunate, the weak, the foolish; while geniuses 
"Were those so exceptionally endowed by nature as to be the towering expres- 
sions of the best human nature had achieved. In contemporary educa- 
tional literature there is much discussion of the exceptional pupil. This 
concept now includes both extremes, and it is held that pupils of inferior 
- intelligence should be given special assistance proportionate to their need, 
- While those of superior endowment should be given opportunities propor- 
nate to their ability. But in both popular and professional thought there 
not infrequently appears evidence of an assumption that the problems in- 
- Volved are more simple than they really are. There is a tendency to think 
of the feebleminded as characterized merely by low intelligence, and of the 
“geniuses as merely those who enjoy an exceptionally high intelligence. 
While these intelligence differences are doubtless the more obvious dif- 
ferences, they do not provide a complete explanation of the characteristics 
of the feebleminded, nor of the traits of the genius, for the problem is 
much more complicated. 


MENTAL DEFICIENCY 


It is often said that the feebleminded differ from other maladjusted 
Broups in their inherent lack of certain characteristics essential to normal- 
iy of mind. The insane are by this distinction assumed to have once been 
normal, and to have developed the abnormal symptoms as the consequence 
“some disturbance; while the feebleminded are assumed to have been 
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a mind that was once healthy and complete; the ament never had a com- 
plete mind. 

Neurological Factors. There is considerable evidence to support this 
distinction. Studies of the brains of the lower grade of the feebleminded 
reveal certain gross differences. Some have huge ventricles and little brain 
tissue; often the brains indicate fewer convolutions, and when microscopi- 
cally examined the cortex appears to be defective. There may be a large 
number of undeveloped nerve cells, and frequently a smaller number of 
pyramidal cells. The more extreme instances of these brain defects are 
usually accompanied by certain more or less conspicuous defects in the 
gross anatomy of the body. There are peculiarities in the shape of the nose, 
the ears, the palate, and even of the larger bones of the body. 

Neural pathology of the kind just mentioned is found only in the more 
extreme cases. Among the higher grades, above the levels of idiocy and 
imbecility, histological study fails to reveal any demonstrable disturbances 
of brain tissue. This holds true of many of the cases attributable to inade- 
quate hereditary endowment, and is by no means limited to those whose 
lack of normal intelligence appears to be a consequence of bleak cultural 
and educational surroundings. 

The Concept of Feeblemindedness. Formulating an adequate defini- 
tion of feeblemindedness is by no means easy. The term does not refer to 
a single clinical entity and, as we have seen, the neuropathology involved 
cannot always be specified. What is more, it may differ from one case to 
another. Southard * recognized the medley of factors involved when he 
suggested the desirability of a plural form like “ feeblemindednesses.” 

The intellectual incapacity of this group naturally attracted the atten- 
tion of the psychologist bent upon the measurement of intelligence. Many 
studies have been made by mental testers of the intelligence of the feeble- 
minded, and also of comparisons with the intelligence of normal children. 
Of course they reveal the feebleminded to be behind normal children in 
their ability to solve the problems presented in the intelligence tests, As a 
consequence of this comparison with the intelligence of normal children, 
psychologists have come to define feeblemindedness as some defect which 
prevents the individual from ever achieving an intelligence higher than that 
of a twelve-year-old normal child. 

The social significance of this intelligence defect is so conspicuous as 
to have led to definitions in terms of social adequacy. Fecbleminded per- 
sons have been regarded? as those who, because of some defect from 


1 Southard, E. E., “An attempt at an orderly grouping of the feeblemindednesses 
(hypophrenias) for clinical diagnosis,” J. Psycho-asthenics, 1919, 24, 99-113- 
2 Tredgold, A. F., Mental Deficiency (6th ed.). Baltimore, Wood, 1937. 
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birth or an early age, were unable to live in society as it is today without 
assistance and supervision. A British Royal Commission, investigating the 
matter, emphasized the inability of the feebleminded to compete on equal 
terms with normally minded people and to manage their affairs with nor- 
mal prudence. 

An attempt has also been made to differentiate the fecbleminded in 
terms of how much they can learn, how much language they can acquire, 
and the peculiarities of that which they do learn. Some of them never get 
beyond baby ways of expression, while others manage to read and write, 
though with little fluency. An educational criterion in terms of number 
of grades completed has also been used, so that a given feebleminded man 
might be described as incapable of advancing beyond the third grade. 

Classification by Intelligence. Prior to the use of intelligence tests it 
was customary to describe the differences between varying grades of feeble- 
mindedness in terms of ability to take care of oneself in case of fire or im- 
pending accident, or ability to do certain mechanical tasks under super- 
vision, of capacity for improvement by training, of the need of supervision, 
and of the inability to be independently self-sustaining. But such criteria 
are very similar to the criteria used for the differentiation of normal abili- 
ties before the development of intelligence tests, in that they are unsys- 
tematic and impressionistic. The development of intelligence tests and the 
determination by them of norms for each age of development supplied a 
valuable tool to those who were studying the feebleminded. Their exten- 
sive use has made clear that the feebleminded are not to be thought of as 
à distinctive group or a type, to be contrasted with a distinctively “ nor- 
mal” group, Rather, it has been found that there are gradations all the way 
from the lowest grade of feeblemindedness to that which is fully normal. 

It is now customary to think of the intelligence distribution of hu- 
manity as being approximately that of the normal probability curve. As 
Most students of psychology know, individual positions in this distribu- 
tion are commonly expressed in terms of the intelligence quotient (LQ.). 
This is the ratio of the mental age — obtained in a given case by means of 
mental tests standardized by age — to the actual chronological age. When 
this has been multiplied by one hundred to climinate the decimal, it pro- 
vides a very convenient figure for purposes of comparison. Thus the LO. 
of the exactly average child would be 100. The highest quotient ever ob- 
tained is somewhat over 200, and the lowest is nearly zero. 

Theoretically, it should be possible to locate a line of demarcation be- 
tween feeblemindedness and normal intelligence. Going to a few institu- 
tions and obtaining the I.O. for cach ament should not only give us the 
distribution for the feebleminded, but also the point of demarcation be- 
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tween them and the normal. Such attempts, however, at once reveal the 
troublesome problem of the borderline cases. There is no sharp division, 
but rather a continuous transition from one level of intelligence to an- 
other. Hence, it has been necessary to make an approximation from the 
study of a large number of cases, and then to agree rather arbitrarily upon 
some point in the distribution as the line of division. 

This is now generally agreed upon as being close to an I.O. of 7o. Be- 
low this rating the individual is said to be feebleminded; above it all are 
classed as normal or almost normal. While this is admittedly an arbitrary 
distinction, students should remember that it is supported by the long ex- 
perience of mental testers in the practical differentiation of the capable 
from the feebleminded. 

Lines of demarcation for other grades of ability and disability have also 
been agreed upon, even including the higher degrees of endowment. ‘They 
are now usually presented in a table like the following: 


Gifted . i , i i D . A . LQ. Above 140 
Very superior . : 5 5 . « 5 4 + 120-140 
Superior 1 : : . . . $ E F . 110-120 
Normal or average . 3 3 " ; : ; : . 90—110 
Dullness z 5 à : " . D . : . 8o- 90 
Borderline deficiency z T . 70- 8o 
Feeblemindedness . ; : É . : 5 Below 70 
Moron . : s ^ : T 5 " A + 50- 70 
Imbecile ] : : E 7 < 20= 50 
Idiot iir 1 : Š . ` 4 x Below 20 


Idiocy. As is indicated by this table, idiocy is any degree of intelligence 
below an I.Q. of about 20. Expressed in terms of mental age, an idiot is 
one whose intelligence never develops above that of a three-year-old child. 
Constant supervision is necessary, for the idiot is unable to guard himself 
against ordinary hazards. Furthermore, motor coordination among idiots 
is inadequate. The gait in walking, if they are able to walk at all, is clumsy, 
uncertain and tottering. They are often paralyzed more or less extensively, 
consequently many of them are either bedridden or at best able to do no 
more than sit up in a chair. Speech is very limited. Some learn to articulate 
a few words and to associate them with the appropriate objects. Grunts, 
yells, and screeches, usually of a disagreeable quality, are common, as are 
sensory defects. 

Perception is imperfect both because of the sensory defect and because 
of cerebral deficiency. Memory is poor, there is little imagination and, of 
course, no reasoning. Impulsiveness is crude and uninhibited. The appe- 
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tite is voracious, Animal-like, they gulp down everything with little masti- 
cation. Anger and fear are evident, but self-protective power is at a mini- 
mum. They are very destructive, and never indulge in what could be 
termed intelligent play. In most cases it is difficult if not impossible to 
teach them the fundamental habits of physical cleanliness, Thus they pre- 
sent a picture of magnified infancy. They are as ignorant, as thoughtless, 
as untaught, as uninhibited, as animal-like, as a child of two. Chron- 
ologically they live longer than that, but mentally they never mature, and 
are almost as monstrous as if an individual should grow to mature physical 
stature and retain the anatomical proportions of infancy. 

Imbecility. The next stage or grade above idiocy, falling within an IQ. 
tange of between 20 and 50, is called imbecility. The picture here is that 
of a degree of mentality midway between that of the idiot and the normal 
mind. Looked upon as such it becomes instructive. Again sensory percep- 
tion is generally dulled, but as the cerebral condition is better than that 
of the idiot, so sensation and perception are better. The imbecile can 
learn a few simple things, especially of a manual nature. But anything 
which requires sustained voluntary attention is impossible. Attention is 
tather casily attracted by what others are doing and may be so held for a 
time, but anything that requires individual initiative is lacking, Memory, 
as might be expected, is somewhat better than in idiocy, but still quite lim- 
ited in range. Some of the abler imbeciles can be sent on simple errands 
with a fair degree of certainty that they will accomplish them. They are, 
however, easily fatigued and confused by anything calling for mental effort, 
While they acquire some language it is generally limited to spoken lan- 
guage, and to simple sentences at that. The vocabulary is very restricted, 
and the pronunciation often defective. The attention defect, combined 
with the language limitations, make reading impossible for all but a very 
few who may be taught to read very simple words. 

Some are much more active than others. In fact, there is a tendency 
to distinguish between the apathetic and the excited forms. The amount 
of movement of imbeciles varies through a wide range, from a very limited 
amount to perpetual running about, chattering, and being a general nui- 
sance. They are highly suggestible, yet at the same time stubborn in op- 
Posing what someone else may desire of them. There is little if any de- 
velopment of shame or modesty; consequently, their behavior is often 
disgusting. The occasional appearance of vanity and of jealousy gives hints 
of something more in their organization than merely primitive emotions, 
Physical appearance is notably that of a defective in many cases. However, 
there are exceptions, and “nice, normal looking" imbeciles are by no 
Means infrequent. 
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Anatomical abnormalities, stigmata as they are called, are noticeable. 
The abnormal motor control also attracts attention. There are peculiarities 
or eccentricities of walking, the facial expression is stolid or vacuous, or it 
may be that of a simple childish smile, giving place at times to an expres- 
sion of sly cunning. The mental appearance of the imbecile is obviously 
that of a child, not of an infant. Here again it seems as though the body 
had grown up and the mind remained in a decidedly pre-school stage of 
development. Hence it is customary to describe the mentality of the im- 
becile as that of a normal child between the ages of three and seven years. 
As contrasted with the idiot, the imbecile can leam to protect himself 
against such obvious dangers as fire or falling objects. With patient train- 
ing and under supervision he can learn to dress himself and to do simple 
jobs like sweeping, polishing metal, raking leaves, and weeding. 

Moronity. Those in the highest class or grade of feeblemindedness are 
called morons, and their I.Q.’s vary from about 50 to about 7o. The stu- 
dent should observe that in the United States especially the term feeble- 
mindedness is used generically to designate the whole group of the intel- 
lectually deficient, and that the highest grade of these is commonly termed 
the moron grade. British writers use the term feeblemindedness more spe- 
cifically, and mean by it the same as that indicated in American writings 
by moronity.* 

Most readers have probably had the opportunity of observing this 
grade of defect, because so many morons are able to live fairly well in so- 
ciety through the kindness of relatives or friends who watch over them. 
As adults they manage to compensate somewhat for their defects, They 
often recognize their deficiency, and conform as well as they can to the 
accepted ways of life, permitting their relatives to do their thinking and 
planning for them. 

Those degrees of defect which approach the borderline of what is called 
normality are sometimes not recognized as being anything more than a 
little dullness, until failure in employment reveals inability to compete with 
normal minds. These borderline people live by habit rather than judgment, 
and when their habitual routine is disrupted they have trouble working out 
a new adjustment. Sensory defects are not prominent, but the senses seem 


* Variations in nomenclature on the part of British and American specialists may 
give rise to misinterpretations unless the student becomes familiar with such variations. 
In general, the generic concept of mental deficiency is also designated by some authors 
by such varied terms as oligophrenia, oligergasia, or amentia. The British often use the 
latter in place of the American term feeblemindedness. And what we call moronity they 
designate as feeblemindedness. These divergences are unfortunate, but as long as they 
persist the student must become aware of them, if he is to understand the relevant 
literature. 
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to be used less in the growing years. There is not that variety and extensive- 
ness of sensory experience of the normal child which supplies material for 
perception. Hence the background for perception and interpretation is 
limited. Voluntary attention is poor, and continued application to any task 
therefore difficult if not impossible. With attention so easily distracted, 
memory of course is also poor, as is the range of associations acquired. Peo- 
ple who learn with such difficulty must of necessity acquire little. Construc- 
tive imagination, inventiveness, and originality, are conspicuous by their 
absence. 

Morons manifest the basic emotions and also some of the higher ones, 
but in the higher or derived forms of emotion and feeling their limitations 
again become evident. They lack the finer aesthetic and moral feelings. 
‘They are sometimes religious, but the level of religious development which 
they exhibit is a naive and childish one. They are amused by the baldly 
ridiculous, but lack appreciation for the subtle in humor. Some are well 
behaved and in their dull simple fashion are good children, good citizens, 
often beloved for their kindly ways.* Others are difficult to control, be- 
cause of their own lack of control. They are impulsive and give unre- 
Strained expression to sudden desires. In the development of motor con- 
trol there are difficulties. Some are always slow and heavy in response, 
while others are quick and excessive in reaction, Many find it difficult to 
learn the simple actions of coordination, such as are found in kindergarten 
programs, for example, In some cases there may be noticeable peculiarities 
of movement and of facial expression. There is often a defective articula- 
tion in speech, which may be due to peculiarities of motor control or to 
an imperfectly shaped palate. In general, they present the appearance of 
being a little behind or below the general run of people. Some are so ob- 
viously defective as to be looked upon as silly by the casual observer, Since 
they fall within the interval between imbecility and dull normals, or the 
borderline class, they are often described as corresponding in intelligence 
to the normal child between seven and cleven or twelve years of age. 

Growth Relationships. Retardations of development are found in all 
forms of feeblemindedness. Where growth records are kept and examined 
they will be found to show that the feebleminded are late and slow in learn- 
ing to walk and talk, that dentition was late, etc. It must not be supposed 
that the idiot grows normally up to the idiot level of intelligence and 
then stops intellectual development, that the imbecile grows up to his level 


* For interesting accounts of varieties of moronic behavior the following should be 
consulted: Wembridge, E. R., Life Among the Low-Brows. Boston, Houghton Mifflin, 
1931. 

Doll, E. A., “ What is a moron? " J. abnorm. soc. Psychol., 1948, 43, 495-501. 
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normally and then stops, and the moron likewise; the truth is that the 
idiot is the slowest of all in development and never rises above the idiot 
level, that the imbecile is slow in development but does develop more 
rapidly than the idiot, although slower than the moron, that the moron in 
turn develops more normally than the imbecile, but not with the speed of 
the normal child. The defectiveness seems to influence the whole course of 
mental development, so far as its course is observable. There are certain ex- 
ceptions to this. If, for example, the mental defect is caused by a severe 
fever, then the development may be assumed to have been normal up to the 
time of the illness. But where the defect is inherent or determined early 
in prenatal development, the differentiations between the different grades 
of intelligence date from the time of birth. 

The notion is growing that idiocy does not always represent merely the 
lower extreme of the normal distribution of intelligence. Some cases doubt- 
less are instances of the lower extreme, but many may be accidental and 
pathological. Occupational relations throw some light on this. It is a fact 
that in general the fathers of the feebleminded are to be found largely in 
the social classes known as lower skilled and unskilled labor. That means 
that the feebleminded come from fathers in the lower ranges of mental 
ability. But this is not so true of idiocy. The occupations of the fathers of 
idiots represent the general occupational distribution.* 

Experimental Studies. While most psychological studies of the feeble- 
minded have dealt with the measurement of intelligence, memory, per- 
ception, and sensation,’ there has also been some study of differences in 
character and personality. On the qualitative differences between the feeble- 
minded and normal children the Ordahls * have obtained some important 
conclusions. The attention aspects of consciousness are notably different. 
Where the normal mind has at least two levels of clearness, the feeble- 
minded has one. As might be expected, there are differences here accord- 
ing to the degree of enfeeblement. The higher grades have some differen- 
tiation of consciousness into levels of clearness, the lower grades do not. 
The lower grades, at least, of feeblemindedness lack a sharp differentiation 
between the focal point and the margin of consciousness. For them all 


5 For an instructive study of growth changes in the feebleminded see Smith, C. W., 
" Growth in height of feebleminded children,” J. genet. Psychol., 1929, 36, 330-341. 

* Paterson, D. G., and Rundquist, E. A., “ The occupational background of fecble- 
mindedness,” Amer. J. Psychol., 1933, 45, 118-124; Lewis, E. O., “ Types of mental 
deficiency and their social significance,” J. ment. Sci., 1933, 79, 298-305. 

7 For an excellent summary of these see May, J. V., Mental Diseases. Boston, 
Badger, 1922; also Louttit, C. M., Clinical Psychology. New York, Harper, 1936. 

* Ordahl, L. E., and Ordahl, G., “ Qualitative differences between levels of intelli- 
gence in feebleminded children,” J. Psycho-asthen., Monogr, Supp., 1915, 1, No. 2, 50. 
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conscious contexts are of uniform clearness or vagueness. Figure-ground 
relationships tend to lack salience in their experience.’ This explains much 
of their failure to comprehend meanings, to observe and to evaluate in 
normal fashion. The duration and the span of attention for the feeble- 
minded is below that of the normal. Akin to this is their reduced capacity 
for voluntary effort. 

Studies of motor activity and of motor skill in the feebleminded indi- 
cate about what one would expect. Among the average and the inferior 
groups of the mentally deficient more psycho-motor activity is found than 
among those of the higher degrees of ability. In mechanical skill there does 
not seem to be the great compensatory development so often mentioned in 
popular discussions. Actually, the mentally subnormal make poorer scores 
on tests of mechanical ability than do normal children, and this presents 
a fair degree of positive correlation with mental age." 

Ordahl observed that character traits in the feebleminded are not at all 
uniform, although he concluded that they are not as well integrated as in 
the normal person. Many have commented on the marked differences in 
personality among the feebleminded. In fact, there may be as many differ- 
ences of personality organization or pattern as there are among normals." 
These differences are of importance socially. The fact that a given individ- 
ual is mentally feeble does not necessarily mean that he will be vicious 
and irresponsible. Some more desirable traits might dominate. The study of 
personality and of character traits in normal psychology has already made 
clear that the experiences of childhood and the earlier attempts at social 
adjustment condition the later development. Obviously, the feebleminded 
have a different and, if anything, more difficult problem in social adjust- 
ment. The very existence of intellectual inferiority, especially if it is recog- 
nized as such by the subject of the defect, may provide the groundwork for 
the kind of emotional insecurity discussed in Chapter 3. The resulting 
difficulties of adjustment, along with the consequent personality distortion, 
are as important for an understanding of feeblemindedness as the results 


of I.O. determinations. 
At least one systematic effort has been made to express these personality 


9 Werner, H., “ Perception of spatial relationship in mentally deficient children,” 
J. genet. Psychol., 1940, 57, 93-100; Wemer, H., and Strauss, A. A., “ Pathology of 
figure-background relation in the child,” J. abnorm. soc. Psychol., 1941, 36, 236-248. 

10 Page, M. L., “The mechanical ability of subnormal boys," J. appl. Psychol., 
1933, 17, 164-181; Selling, L. S., “ Psychomotor activity and feeblemindedness, 
Psychol, Clinic, 1931, 19, 275-284- ] i 

11 A very carefully planned attempt to relate feeblemindedness in some way to 
Kretschmer's physical types failed. See Strauss, E. B., “ The psychobiological constitu- 
tion of the weak-minded,” J. ment. Sci., 1931, 76, 780-802. 
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differences of the feebleminded in terms of psychoanalytic psychology. 
L. Pierce Clark, in a thought-provoking volume," has described them in 
terms of libido fixation at one or another stage of development. He argued 
that, while the basic intelligence of the feebleminded could not be im- 
proved, the break-up of these fixations and the forcing of further develop- 
ment in the course of socialization produced a personality pattern less 
troublesome and better able to contribute to self-support. Whether or not 
one accepts these psychoanalytic concepts, there may be much truth in 
the notion that at least some of the personality differences of the feeble- 
minded are due to distorted development which might in no small part be 
subject to psychotherapeutic modification. 

Causes of Feeblemindedness. There was a time when feebleminded- 
ness was widely accepted as due primarily to inherited defect or to some 
toxic effect, such as alcoholism or syphilis, in the parents, Today there is 
far less confidence in any of these as significant factors. Many different 
causes are possible, perhaps sometimes working together. Several of these 
must be considered in detail. 

Alcoholism is found in the parentage of aments with a frequency run- 
ning up as high as 46 per cent. But it must also be observed that the defini- 
tion of alcoholism is a very uncertain matter, and that a more or less 
excessive use of alcohol is frequently found among those who suffer any 
form of nervous or mental disturbance which weakens control. So it may 
be that the use of alcohol is but an accompaniment, not a cause. It should 


12 Clark, L. Pierce, The Nature and Treatment of Amentia, London, Baillicre, 
‘Tindall and Cox, 1933, p. 306. 

13 Sometimes the child's emotional troubles may yield spurious test results, in 
terms of which the unwary examiner may make an unwarranted diagnosis of amcntia. 
For a discussion of this possibility see Sarason, E. K., and Sarason, S. B., “A problem 

, in diagnosing feeblemindedness,” J. abnorm. Soc., 1945, 40, 323-329. 

A few years ago the entire question of the limits of cducability of those scor- 
ing within the feebleminded range on standard psychometric tests became the sub- 
ject of renewed controversy, as a result of the publication of the following monograph: 
Schmidt, B. G., “Changes in personal, social, and intellectual behavior of children 
originally classified as feebleminded,” Psychol. Monogr., 1946, 60, 1-144. 

In this monograph Dr. Schmidt presented impressive evidence to show what strik- 
ing improvement in all phases of personality development can be achieved if the men- 
tally retarded are given the advantages of the kind of educational regime associated with 
a progressive program especially worked out for the mental and emotional needs of the 
group. Unfortunately, the data are too complex to be summarized here. They include 
such thought-provoking findings as an increase of about 40 LQ. points in one identical 
twin over a five-year period, and practically no gain in the other twin who was part of 
the control group and consequently not given the benefit of the specialized regime. If 
the study accomplishes nothing else, it should demonstrate the need for extreme caution 
in evaluating the predictive significance of isolated mental test scores and particularly 
those which suggest serious degrees of retardation. 
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also be emphasized that we lack figures on the frequency of alcoholism in 
the parentage of normal offspring. 

Syphilis has also been looked upon as a frequent cause of feebleminded- 
ness, but here again the more careful studies do not support the older suppo- 
sition. Dayton," after a study of many thousands of cases both normal 
and defective, came to the conclusion that syphilis was a negligible factor 
in the causation of feeblemindedness. In a small number of cases it may be 
the cause through an early infection of the embryo, subsequently resulting 
in syphilitic brain lesions, which arrest development. Incidentally, cases 
attributable to such infection are classified as cases of secondary amentia. 
Such a classification reflects the distinction between those cases seemingly 
due entirely to inherent constitutional or hereditary factors, and those 
which seem to be products of damage to cortical tissue as a result of acci- 
dent, infection, endocrine disturbance, oxygen deprivation ( anoxia), or 
birth injury. The hereditary cases belong in the category of primary amen- 
tia, while the others are called secondary. 

Brain injury accounts for a small proportion of cases of secondary 
amentia. Birth injuries, accidents subsequent to birth, and accidents dur- 
ing fetal development are among the specific causes. A very small number 
of cases have a history of instrumental delivery in which there is reason to 
think that some permanent damage was done by the instruments. But it is 
also true that a vast number of perfectly normal children are delivered with 
the aid of instruments; hence the mere fact that the process of birth was 
mechanically assisted is no reason for prophesying subsequent mental de- 
fect in any given case. In institutions for the feebleminded, probably not 
more than 10 percent of cases are classifiable as birth lesion cases. 

Disturbances of motor control following brain injury are of two general 
kinds. There is the spastic type of disturbance, in which opposing muscles 
or muscle groups are simultaneously and intensively contracted, thus pre- 
senting awkward stiffenings or twistings of trunk and limbs. There is also 
the disorder of motor functioning known as athetosis, in which voluntary 
movements are fairly well achieved, but where there is superimposed upon 
them a somewhat rhythmic spread of squirming muscular contractions. 
Sometimes both of these are present. When such cases of spastic paralysis 
are not complicated by feeblemindedness, the psychology must be that 
of the person who seeks normal social adjustment despite a serious physical 
handicap.:s Consequently, there is always the possibility of conflicts and 


14 Dayton, N. A., “Syphilis in the etiology of mental deficiency," Ment. Hyg., 


1925, 9, 760-771. 
15 A vivid account of the adjustment difficulties of intellectually well endowed 


Spastics is to be found in Carlson, E. R., Born That Way. New York, Day, 1941. 
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maladjustment with their accompanying distortions of attitude and emo- 
tional reactions, But the particular pattern of abnormality produced by this 
form of physical handicap still awaits systematic study.2* 

Acute infectious diseases, such as scarlet fever, diphtheria, measles, en- 
cephalitis, and whooping cough, do at times cause such serious brain 
damage as to prevent further normal development. The percentage of such 
cases is, however, quite small. 

There is now some reason to believe that abnormality of the endocrine 
pattern may also play a role in the production of amentia. Raeder ?* re- 
ported that 74 out of 100 cases of feeblemindedness upon which autopsies 
were performed showed some kind of glandular change. This kind of evi- 
dence is not altogether convincing in the absence of suitable controls. How 
many non-feebleminded individuals from the same socio-economic back- 
ground would reveal comparable endocrine pathology, is not stated. In 
the absence of such information, one is not justified in’ attributing the 
amentia to the pathology. However, it is well established that one form 
of feeblemindedness, cretinism (see below), is due to thyroid deficiency. 

The older textbooks of psychiatry usually stated that heredity was the 
cause of feeblemindedness in a majority of the cases. Statistical frequen- 
cies were given, indicating a defective inheritance in percentages ranging as 
high as 75. But this indicated merely that the family histories revealed such 
a frequency of some form of abnormality, which might have been amentia 
or a form of psychosis, neurosis, alcoholism, or some disease of the nervous 
system. It was tacitly assumed that such a family history indicated defect 
in the germ plasm as the cause of feeblemindedness in the present genera- 
tion. There was a tendency also to think of intelligence as a unit character, 
transmissible as a Mendelian unit. Extensive studies were made of families 
in which there were many instances of what was thought to be some form 
of feeblemindedness persisting, as the investigator believed, from one gen- 
eration to the next. 

In recent years there has been a notable shift away from this type of 
thinking. Intelligence is no longer conceived of as a unit character trans- 

16 Dayton, N. A., “Abnormal labor as an etiological factor in mental deficiency 
and other associated conditions: analysis of 20,473 cases," Proc, and Addr., Amer. Ass. 
Stud. Feeblemind., 1930, 35, 148-202; Doll, E. A., “ Birth lesion as a category of men- 


tal deficiency,” Amer. J. Orthopsychiat., 1933, 3, 1-13; Doll, E. A., Phelps, W. M., 
and Melsher, R. T., Mental Deficiency Due to Birth Injuries. New York, Macmillan, 


1932, p. 289. 

17 Raeder, O, J., “Endocrinology in the feebleminded in one hundred autopsied 
cases,” J. Psycho-asthen., 1920, 25, 45-57- 

18 Dugdale, R. L., The Jukes. New York, Putnam, 1910; Estabrook, A. H., The 
Jukes in 1915. Washington, Carnegie Inst., 1916; Goddard, H. H., The Kallikak Fam- 


ily. New York, Macmillan, 1913. 
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missible in Mendelian fashion. The diagnosis of the higher grades of fee- 
blemindedness is not easy. Casual observation and local reputation are 
relatively unreliable guides. Many persons have been thought to be feeble- 
minded who upon careful testing have proved to be well above the line 
of normality. Others have been thought to be normal and tests have re- 
vealed a defect. Thus the determination of the frequency and degree of 
feeblemindedness in ancestors inaccessible to the tester is largely a matter 
of guesswork, hence family history studies should be read with great cau- 
tion. Due allowance must always be made for the influence of subcultural 
environment on intellectual development.'? 

After excluding the possibility of all other causes (infectious diseases, 
poisons, injuries, endocrine disturbances, etc.) there still remains a con- 
siderable group, and of these some present a family history of what appears 
to be feeblemindedness. Even the most caustic critics of the earlier work 
in this field admit that there are probably forms of feeblemindedness which 
are properly attributable to a germ plasm defect, and that this continues 
to produce feeblemindedness generation after generation. But the propor- 
tion of these is now thought to be less than formerly.?" 

Clinical Types of Feeblemindedness. A few manifestations of amentia 
are sufficiently distinct to be classified as clinical entities. These clinical 
types are generally easily recognizable from their characteristic anatomic 
peculiarities, They include such conditions as cretinism, mongolism, hydro- 
cephalus, microcephalus, and phenylpyruvic oligophrenia. These will now 
be taken up in order. 

Cretinism, as has already been mentioned, is known to be due to thyroid 
deficiency. The mental characteristics are those of idiocy or low grade 
imbecility as a rule, although in milder cases the degree of mental enfec- 
blement may be less. The thyroid deficiency becomes evident to the careful 
observer about the sixth month after birth in the slowness of development. 
Apparently the disturbance dates from birth or even considerably before. 
It may be of post-natal origin, but occurs rarely later than the seventh ycar. 
The physical characteristics are peculiar. The individual is dwarfed, the 

?? An excellent survey of the bearing on I.Q. determinations of such factors as pov- 
erty and inadequate educational facilities is to be found in the following references: 
Anastasi, A., Differential Psychology. New York, Macmillan, 1937; Krout, M. H., Intro- 
duction to Social Psychology. New York, Harper, 1942; Neff, W. S., “ Socio-economic 


status and intelligence," Psychol. Bull., 1938, 35, 727-757; Stoddard, G. D., The Mean- 
ing of Intelligence. New York, Macmillan, 1943. 

20 In a survey of 3553 cases of retarded public school children, Dayton found only 
7 percent where there was amentia in one or both parents, 3 percent in whose parents 
there was a mental disease, and 1 percent with epilepsy in the parents. (See Dayton, 
Neil ASIDE Survey of retarded children in public schools of Massachusetts," Amer. Jı 


Psychiat., 1927-28, 7, 809-835.) 
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head is large, the legs are short and bowed, the hands and feet stumpy and 
badly formed, the hair is coarse and the skin sallow. Puberty is much de- 
layed. That the condition is due to thyroid deficiency has been demon- 
strated again and again by the remarkable improvement achieved through 
treatment with thyroid extract. But this treatment is of little avail unless 
begun early. 


MONGOLISM 


CRETINISM HYDROCEPHALUS 
Ficure 13. Some clinical types of feeblemindedness. 


Allied to cretinism is mongolism.?' This has often been called mon- 
golian idiocy, but, as it is not limited to the lowest grade of mental de- 
fiency, it is more correctly termed simply mongolism. As the name indi- 
cates, the physical pattern of these cases presents an often striking 
resemblance to the facial characteristics of the Oriental. The head is nota- 
bly round and the eyes appear to slant upward and outward. 

Much attention has been given to this form of deficiency and extensively 
detailed descriptions of its physical and mental traits are available.*? The 


#1 A recent survey of both conditions is to be found in Benda, C. E., Mongolism 
and Cretinism. New York, Grune & Stratton, 1946. 

22 See especially the summaries of these in Brousseau, K., and Brainard, H. G., 
Mongolism: a Study of the Physical and Mental Characteristics of Mongolian Imbeciles. 
Baltimore, Williams and Wilkins, 1928, p. 210. 
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sensory apparatus is ordinarily normal, but it is not used efficiently. Percep- 
tions are poor and attention notably undeveloped. With such deficiencies 
memory is of course poor. An outstanding characteristic of the mongolian 
patients is their imitativeness. This, accompanied by an activity and alert- 
ness in the older cases, frequently misleads observers into thinking that 
there is more ability than actually exists. Muscular control is conspicuously 
defective. Walking is awkward, and coordination poor. The muscles appear 
to be slack, or deficient in tonus. The mouth is often open, the lower jaw 
hanging down either because of weakness of the muscles or because of 
structural defects. Temperamentally mongoloids are placid, docile, and 
good-natured, 

The etiology of this form of deficiency has not yet been established. 
The family history is generally good, and the brothers and sisters of mon- 
go): are ordinarily normal. It has been thought that mongolism might be 
duc vo aging of the parents, especially the mother; but this is now seriously 
questioned, because mongols are known to have been born to mothers 
under thirty-five years of age, even as young as fifteen, Consequently, the 
influence of the exhaustion of fertility as an etiological factor no longer 
merits much faith. It is also fairly certain now that order of birth is of little 
significance, Whether disturbed endocrine metabolism is involved, as 
others * have taught, is still more speculative than factual, 

Certain feebleminded patients are distinguished by a condition known 
as hydrocephalus. The great size of the head is the most prominent ana- 
tomic peculiarity in hydrocephalus, However, not all hydrocephalic cases 
are necessarily feebleminded. In arrested cases, the mentality may remain 
quite unaffected by the peculiarities in the development of the head, while 
in more extreme cases there is profound idiocy. 

Hydrocephalus is due to excessive production of the cerebrospinal fluid. 
The fontanelles cannot close normally and the cranium is pushed out to 
conspicuous size. Sometimes the condition develops before birth and makes 
delivery difficult, but in the greater number of cases goes back to the first 
months of life, Because of the pressure of the fluid the brain tissue is gradu- 
ally destroyed. In some autopsies the brain is found to be but a shell sur- 
tounding huge ventricles. If such a condition begins early and develops pro- 
gressively, all mental development ceases. Many such cases die in infancy. 
The non-progressive cases may survive for years and become more or less 
feebleminded adults requiring institutional or custodial care. Sensory 


^^ Clark, R. M., “ The mongol: a new explanation,” J. ment. Sci., 1933, 79, 328- 
336; Jenkins, R. L., “ The etiology of mongolism," Arch. Neur. © Psychiat., 1932, 28, 
1228. Marston, L. R., “The etiology of mongolism," Psychol. Clinic, 1925, 16, 
135-140. 
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tellectual faculties.” ?* Later British psychiatrists substituted the phrase 
moral imbecility for Prichard’s earlier designation. 

Whether the concept of moral imbecility is a tenable one is a subject 
upon which there has been considerable disagreement. Cases are cited in 
support of it that are admittedly difficult of interpretation, but this may be 
due to an incomplete case history. These are instances of children and 
youths who seem to be totally lacking in conscience or sympathy. One boy 
had tortured to death several children before he was apprehended. A girl 
working as a nurse in different families was eventually discovered to have 
caused the death of many babies because their crying annoyed her. Less 
horrible cases but no less difficult ones are also reported. The defect is 
always in the moral field; and there seems invariably to be an incapacity 
to respond to training in such matters. 

Those who think that the morality of an individual is based upon in- 
nate tendencies find it easy to believe that those causes which produce 
defect of intelligence may at times be so varied as to cause defect of the 
moral determiner instead. Or, if one thinks of each individual as being 
born with a certain pattern of instincts out of which moral sentiments are 
subsequently constructed, it is easy to imagine the moral imbecile as one 
born either without certain instincts essential to the moral pattern, or 
with such a peculiar distribution of instinct strengths as to make the de- 
velopment of normal moral sentiments impossible. But our present knowl- 
edge of the nature of native endowment is far greater in the realm of theory 
than of fact. Consequently, it is difficult if not dangerous to make final 
judgments in the matter of moral imbecility. If the complete personal 
history of such cases could be worked out, it might explain the lack of 
morality. In recent years child guidance clinics have submitted evidence 
indicating that many cases of conscienceless brutality on the part of chil- 
dren may be products of parental neglect, favoritism, or other manifesta- 
tions of rejection. Such rejection may goad a child to extremes of re- 
taliation. 

Many cases formerly classified as moral imbecility are currently diag- 
nosed as cases of constitutional psychopathic inferiority, and will be dis- 
cussed shortly. Certainly the characteristics of the so-called moral imbecile 
as usually described would place such cases in the constitutional psycho- 
pathic group. And that in turn would raise the question of inherent de- 
fect, because of the tendency to think of constitutional psychopaths as 
inherently defective. But it must also be pointed out that those who have 
most to do with delinquents are discarding the concept of moral imbe- 
cility. Healy and Burt in their studies of thousands of cases do not find 

35 Quoted by Hinsie and Shatzky, op. cit., p. 294. 
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any necessity for using the moral imbecile classification.2° Experimental 
studies based on the assumption that there is a moral ability which can 
be measured apart from intelligence have so far not been convincing. Cor- 
relations with scores on intelligence tests are so high as to raise the ques- 
tion of whether the tests are not really testing intelligence. This may, how- 
ever, merely mean the necessity of finding or developing better tests of 
moral judgment; but the trend of thinking has been away from the concept 
of a special moral sensitivity. 

Social Implications. The social significance of feeblemindedness has 
been emphasized a great deal. The lower grades are less dangerous, because 
of their physical as well as mental incapacity. But the higher grades, espe- 
cially those who live unsupervised lives in society at large, constitute a 
menace. Their ignorance, their inability to make wise judgments, and their 
impulsiveness lead to much asocial conduct. Prostitutes, so far as we know, 
include a large number of definitely feebleminded. Probably many more 
are dull normal or borderline cases, just as many are of normal intelligence. 
In other words, amentia is not the sole reason for sexual delinquency. Fur- 
thermore, the familiar ne'er-do-well of every community may be actually 
a moron, although some may be constitutional psychopaths or schizo- 
phrenics. 

Juvenile delinquents show a considerable percentage of feebleminded- 
ness.” Findings here vary greatly, ranging from eight to about thirty per- 
cent. It is important in surveys of this kind to compare the delinquent 
group with a control group representing an equivalent socio-economic 
background. When this has been done it was found that criminals tested 
in our larger penitentiaries produce a curve of distribution of frequencies 
of mental ability scores quite similar to that of the general population, 
Consequently, there must be factors other than defective intelligence at 
work in the production of delinquent behavior. 

The actual frequency of feeblemindedness in society at large has, of 
course, never been determined. There are many estimates, and they vary 
according to the populations upon which the studies have been made, and 


*6 Healy, Wm., The Individual Delinquent. Boston, Little, Brown, 1915, pp. 782- 
788; Tredgold, A. F., and others, “ Report of a symposium on the definition and diag- 
nosis of moral imbecility," Brit. J. med. Psychol., 1926, 6, 219-227. é 

** Bridges, J. W., and K. M. B., “A psychological study of juvenile delinquency 
by group methods,” Genet. Psychol, Monogr., 1926, No. 5. Weber, C. O., “ Moral 
judgment in female delinquents,” J. appl. Psychol., 1926, 10, 89-91. 

*8 For more detailed discussion of the relationship between delinquency and feeble- 
mindedness, as well as for more extensive bibliographic references, the following articles 
Should be consulted: Doll, E. A., “ Mental deficiency," in Encyclopedia of Criminology 
(V. C. Branham and S. B. Kutash, eds.). New York, The Philosophical Library, 1949, 
PP. 228-231; and Genn, G., “ Juvenile delinquency,” in the same volume, pp. 213-216. 
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also upon the methods or criteria of determination of the presence of 
mental defect. After a thorough review of these studies and estimates 
Pintner comes to the conclusion that somewhere between one and three 
percent is about the closest estimate possible at present.” Of these, prob- 
ably about four or five percent are in institutions. 

A word of warning: caution must be constantly exercised in the diag- 
nosis of feeblemindedness. The mere evidence of a single mental test is 
never adequate, valuable as test aids have proved to be. The mental test 
must be supplemented by a careful case history, interpreted by someone 
who is familiar with the general facts of abnormal psychology. There may 
be a more significant complication with some psychopathic condition 
which is not revealed in the mere procedure of the intelligence test. The 
mental test must also be supplemented by a thorough medical examination. 
A grade of intelligence may be revealed by a test considerably below that 
which a child of that chronological age should have, and on that basis the 
case may be classed as defective, when, as a matter of fact, the supposed 
defect is merely a transient retardation due to curable physical conditions 
or some emotional blocking. Most unfortunate instances are recorded of 
this kind of mistake. When the retarding conditions have been removed by 
suitable treatment, such children have made rapid progress to normality. 

In these cases the psychologist must also be watchful for delaying and 
disturbing attitudes developed in the years when the child was thought 
to be feebleminded. Such children may become convinced that they are 
not the equal of others, and may develop all the personality warping apt 
to be associated with such self-deprecatory attitudes. 

It should also be noted that mental defect may be associated with most 
of the psychotic and neurotic conditions. Obviously, this must apply chiefly 
to the higher degrees of feeblemindedness. The number of feebleminded 
cases admitted to hospitals for mental diseases due to psychotic compli- 
cations is relatively small; but amentia is found combined with schizo- 
phrenic traits, with manic-depressive psychoses, paranoid trends, hallucina- 
tory attacks, and epileptic complications. 

Constitutional Psychopathic Inferiority. Many forms of conspicuously 
abnormal patterns of personality and behavior have long been recognized 
which could not easily be fitted into any of the conventional diagnostic 
groups of psychoses or neuroses. Some psychiatrists, it is true, have tried to 
force them into one or the other group; but it is now becoming increasingly 
clear that there is a peculiar class of persons, probably rather large, which is 


29 Pintner, R., “Feeblemindedness” (ch. 20 of Murchison's Handbook of Child 
Psychology, 2nd ed.); Kuhlman, F., “ The distribution of the feebleminded in society,” 
J. Crim. Law Criminol., 1916-17, 7, 205-218. 
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certainly not to be regarded as normal and which, with equal certainty, is 
not psychotic or neurotic in the usual meanings of these terms. In the past 
many special names and classes have been devised for them. There are the 
cases once called pathological liars, characterized by an extraordinary inep- 
titude and absurdity in falsification; there is the long list of sexual perver- 
sions and abnormalities known variously as homosexuality, inversion, 
sadism, masochism, satyriasis, nymphomania, and the like; there are the 
alcoholics, sometimes termed dipsomaniacs, the many different forms of 
drug addiction, and there are the chronic hoboes, nomads, and querulents, 

Many attempts have been made to describe the general characteristics 
of this group.*^ From these descriptions one gathers that there is no very 
distinctive pattern or set of uniform distinguishing characteristics. Probably 
the most emphasized features are the constant egocentricity, the impul- 
siveness, the inconsistency of conduct, and the strange failure to evaluate 
or appreciate the consequences of actions as most people would do. There 
seems to be a lack of balance or a defect of control. There is also a marked 
facility in rationalization. No matter what or how anti-social their conduct, 
they can always develop a curiously plausible explanation and justification. 
Frequently they appear to lack any well-established plan of living, seeming 
to prefer drift to mastery, and immediate self-gratification to the self- 
discipline necessary for the achievement of long-range goals. They are also 
apparently lacking in normal educability. Perhaps it would be better to say 
that up to the present all efforts to effect changes in their conduct through 
educational and disciplinary measures have failed. Furthermore, there 
seems to be no significant relationship to the degree of mental ability 
or intelligence. 

The social significance of these forms of abnormality cannot easily be 
overstated. They may appear in any walk of life, in people of high or 
low intelligence. They even achieve positions of no little responsibility 
and social distinction, before their defects become generally apparent. Be- 
cause of their social accomplishments and facility in rationalization, they fre- 
quently acquire many friends, sometimes even a large personal following. 
Then, when delinquencies appear or charges are made against them, these 
friends and followers are incredulous and loath to believe what seems to 
them utterly impossible. 


30 Some of the best descriptions will be found in the following books: Kahn, 
Eugen, Psychopathic Personalities. New Haven, Yale Univ. Press, 1931, p. 521; May, 
J. V., Mental Diseases. Boston, Badger, 1922, ch. XVII; Cleckley, H., The Mask of 
Sanity. St. Louis, Mosby, 1941; Lindner, R. M., Rebel Without a Cause. New York, 
Grune and Stratton, 1944; Richards, T. W., Modern Clinical Psychology. New York, 
McGraw-Hill, 1946, ch. IX; Preu, P. W., “ The concept of psychopathic personality,” 
in Personality and the Behavior Disorders. New York. The Ronald Press, 1944, ch. 30. 
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It should not be inferred from this presentation that all constitutional 
psychopaths are criminals. Far from it. But without being criminal their 
inconsistency, self-centeredness, and facility in rationalization may lead 
them into conduct which causes their relatives, friends, and associates ex- 
treme distress. Noyes has described these cases as ranging all the way from 
" queerness to criminality.” *: 

Interpretations of Constitutional Psychopathic Inferiority. The tradi- 
. tional interpretation of all these forms of abnormality was made in the 
past in terms of some intrinsically determined defect. In fact, there are 
some who hold to such explanations today. The fact that people differ 
in the degree of their endowment of intelligence leads easily to the suppo- 
sition of the existence of other intrinsically determined traits or abilities, 
and to the possibility of individuals having a greater or lesser degree of 
endowment of these other traits. At one time, when the instinct hypothesis 
was fashionable, it was not unusual to attribute specific manifestations of 
psychopathic behavior to particular abnormalities of instinct. For example, 
pathological stealing was explained as the consequence of an especially 
strong acquisitive instinct. The various kinds of sexual abnormality were 
assumed to be the result of a peculiar endowment of sexuality, and the 
hoboes and nomads were given an overendowment of the wandering in- 
stinct. Because of the inadequacies of the instinct hypothesis, explanations 
of this kind are no longer accepted as satisfactory. Of course, the notion of 
an intrinsic defect is supported by the failure of these cases to respond to 
educational and disciplinary measures. And it is further supported in the 
opinion of many by the fact that the troublesome traits of the psychopaths 
can usually be traced back in one form or another to comparable behavior 
problems in their childhood. Psychopaths in childhood have a history of 
marked stubbornness, temper tantrums, sulkiness, destructiveness, quarrel- 
someness, cruelty, and enuresis. 

Here, as elsewhere, psychoanalytic contributions have been very influ- 
ential. In their light all of these forms of psychopathy can be more satis- 
factorily explained in terms of a very early misdirection of development, or 
as a result of mismanaged interpersonal family relationships. Very early in 
life there was some maladjustment, some inhibition, the establishment of 
conflicts within the personality organization, unsatisfied urges or drives, the 
formation of complexes, feelings of insecurity, and the distortion of de- 
velopment that grows out of these. The general pattern of this kind of ex- 
planation should be familiar to the student. 

It is, of course, commonplace that the case histories of psychopaths 


51 A somewhat different classification of these and related cases will be presented 
in Chapter 16 under the caption of Character and Behavior Disorders. 
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make clear the existence of early feelings of insecurity and unsatisfied de- 
sires; but whether these are causes or consequences is not so clear. After 
working with a few cases of constitutional psychopathy, it is easy to believe 
that they are caused by an intrinsic defect, because they are so exasperat- 
ingly unresponsive to any kind of effort on their behalf. Yet, so many other 
traits that were once thought to be of intrinsic determination have turned 
out to be matters of learning and unfortunate experience that the more 
plausible working hypothesis may justify reliance on these experiential 
factors rather than constitutionally inherent ones. 

Sexual Deviations. In connection with the subject of constitutional psy- 
chopathic inferiority it may not be irrelevant to consider certain vagaries 
of sex behavior which frequently come to light in the histories of patients 
belonging to this group. These anomalies have been thought by some to be 
expressions of abnormal endowment in terms of endocrine organization or 
warped heredity. Others have endeavored to account for such so-called per- 
versions of sex in terms of conditioning or some yariant of the learning 
theory. It is possible, for example, to conceive of homosexual impulses as 
due to hormone imbalance in which a male body generates theelin, an 
ovarian endocrine product, whereas the female body is influenced by the 
masculine counterpart of theelin known as testosterone. Some studies of 
anomalous sex behavior in experimental animals support this biologically 
oriented explanation of homosexual behavior. However, other studies * 
among human beings fail to confirm this endocrinological explanation. 

Instead, a variety of psychological factors have been advanced as suffi- 
cient to account for homosexual conditioning. Chance initiation into such 
ptactices is one factor. Another has to do with the possible consequences 
of role-taking, in which a boy identifies himself with a member of the 
Opposite sex so that fantasy life is dominated by ideas and feelings attrib- 
uted to or characteristic of women or girls, In this way the inner life of 
the youngster will focus around a feminine way of life. In some instances 
the warped role-taking will assert itself by transvestism, a mode of behavior 
exhibited by those homosexuals who prefer to garb themselves in the cloth- 
ing of the other sex; men dressing like women and vice versa. 

The fact should not be overlooked that many altogether normal people 
may have transient homosexual impulses, especially if circumstances com- 
pel them to be segregated from all association with the other sex over long 
periods of time. This kind of homosexuality is not necessarily symptomatic 
of a psychopathic tendency. 

82 Henry, C. W., Sex Variants: A Study of Homosexual Patterns, two vols. New 
York, Hoeber, 1941; Ford, C. S., and Beach, F. A., Patterns of Sexual Behavior, New 
York, Harper, 1951, chs. VII and XII. 
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A full account of sexual deviations is not called for here. However, the 
subject ought not to be dismissed without some reference to the topics of 
masochism and sadism, forms of behavior which are mentioned so fre- 
quently that the student of abnormal psychology should know what these 
terms mean. 

‘The psychoanalysts, it will be recalled, think of sexuality not as a single 
instinct but as a group of instincts. One of these is that curious pleasure 
often experienced in causing discomfort or even pain to the object of sex 
desire. Although the necessary relationship to the sex urge of this pleasure 
in the suffering of another is open to question, it is nevertheless true that 
such a tendency exists. How it originated is still subject to speculation. 
Children who are most of the time very fond of their animal pets will at 
times apparently find much pleasure in teasing, if not actually torturing 
them. Initiation ceremonies among civilized as well as savage people often 
reach a degree of severity which is painful to the initiate, although it may 
be highly amusing to those who put the initiate through the ceremonies. 
The generosity with which many newspapers publish all the gruesome de- 
tails of a murder or a seduction, or an execution, and the ready sale for 
similar material in cheap magazines and in novels sometimes not so cheap, 
indicate that many people find pleasure in reading of such things—a 
pleasure in the suffering, actual or imaginary, of others. 

Normally, this trait subsides to relative insignificance, and the “ libido 
is shifted” from it to more desirable behavior patterns, but there are 
certain individuals in whom the trait remains active and prominent. When 
it is definitely associated with sex desires, it is usually termed sadism; but 
the same term will not infrequently be found used to designate an unusual 
development, retention, or fixation in an individual of this delight in the 
suffering of others. 

! The counterpart of sadism is called masochism. The careful observer 
of human nature will soon discover that many people find a curious sort 
of pleasure in being teased by those they love. Even when children’s pets 
are being tormented instead of loved, as is usual, they seem not entirely to 
avoid their little masters or mistresses, and sometimes even seem to relish 
the teasing. ; , 

That wives being beaten by brutal husbands often rebel against external 
interference is a commonplace. Often a lover not only seems to enjoy 
teasing but, what is more remarkable, the victim does not seem always 
averse to it. When such seeming enjoyment of suffering is abnormally 
prominent, it is termed masochism. 

It will doubtless occur to most readers that this trait might be thought 
of as a phase of the drive or urge for domination or superiority, because, 


The Mentally Superior 191 


by being the necessary center of interest and affection, the loved and teased 
person exercises a sort of power over the lover. Both the pleasure in causing 
suffering and the pleasure in being made to suffer might then be thought 
of as phases in the development of behavior motivated by the dominance 
drive, exactly as mother love and father love are phases in the development 
of the sex-love behavior; and, in the same way, instances of sadistic and of 
masochistic behavior might be thought of as fixations somewhere in that 
developmental course. But until explanations for these abnormalities are 
better established, the possibility still remains that both may actually be 
due to a defective endowment of some sort. 


THE MENTALLY SUPERIOR 


As was pointed out in Chapter 1, according to the statistical criterion 
exceptional ability is just as abnormal as markedly deficient ability, In the 
light of this consideration it is appropriate to survey some of the traditional 
topics associated with the psychology of genius in a chapter dealing with 
abnormal endowment, Parenthetically, it might be added that inasmuch 
as tradition holds that the genius often experiences difficulty in getting 
along with his fellows, abnormality of the adjustive variety might also be 
expected in the lives of the outstandingly superior. The validity of this com- 
mon notion will now be examined. 

The Concept of Genius. Vast as is the literature on genius it is never- 
theless true, and most regrettably so, that personalities classed as geniuses 
have been subjected to far less systematic study than have the feeble- 
minded. Geniuses are not only much less accessible, but it may also be that 
genius occurs less frequently. As in the case of the fecbleminded, the prob- 
lem of defining what is meant by the term genius has been a difficult one, 
and it can scarcely be said that the problem has hitherto been solved. 
Some contend that the formulation of a satisfactory definition is impossible, 
and point to changing standards of judgment which cause the man 
hailed as a genius by one generation to be judged quite differently by an- 
other. Cattell and others have thought that social recognition might be 
measured by determining the relative amount of space devoted to a given 
name in encyclopedias and biographical dictionaries. By this means Cattell 
obtained a list of the thousand most eminent names in history, and ar- 
ranged them in order of their eminence. But is eminence the same thing 
as genius? Cattell apparently did not think so. 


a3 Cattell, J. McK., “A statistical study of eminent men,” Pop. Sci. Mo., 1903. 
62, 359-377. 
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In a later study Cox ** concluded that eminence is the best available 
measure, and that in general great eminence and great genius coincide. 
She sought to test this by determining the I.Q.’s of three hundred gen- 
iuses, and comparing biographical data with these intelligence test norms. 
Although the correlation obtained between intelligence and order in emi- 
nence is very low, she has nevertheless demonstrated the probability that 
people who achieve great eminence are people of high intelligence. 

In terms of the intelligence tests a genius, according to one view, is 
supposed to be a person with an intelligence quotient higher than 140. 
Terman found over a thousand of these in California schools and subjected 
them to a most painstaking study.** He did not, however, assume that all 
of these were destined to be recognized by the world as geniuses, and in 
$0 doing questioned by implication if it be proper to classify a person as a 
genius merely because of a superior degree of intelligence. 

It will be recalled that a low degree of intelligence proved to be far from 
a complete explanation of the feebleminded, and that the tendency today 
is to consider personality differences among the feebleminded as of great 
importance. The same is most probably true at the genius end of the scale. 
In addition to the possession of a high degree of intelligence there are evi- 
dently other factors of personality which are quite as important in the 
making of the genius. Critics have frequently pointed out that social con- 
ditions are often responsible for revealing a genius to the world. From this 
they conclude that there have been many potential geniuses who are un- 
known and who probably never will be known, although in rare instances 
à genius is recognized as such long after his death. Probably these social 
conditions entered influentially into the very process of forming the per- 
sonality subsequently hailed as a genius. Hence it is to other character 
traits besides intelligence and to their making that one must look for 
more light on the nature of genius. 

The Work of Lombroso and Nordau. At the close of the last century 
Cesare Lombroso ?* published a book on genius which may be said to have 
inaugurated the degeneracy theory of genius. The evolutional mode of 
thinking was already influential, and the notion of degeneration had been 
proposed by a Frenchman named Morel. Lombroso's examination of the 
characteristics of geniuses led him to think that their great overdevelop- 


** Cox, Catherine M., The Early Mental Traits of Three Hundred Geniuses. Stan- 
ford, Stanford Uniy. Press, 1926, p. 842. 

35 Terman, L. M., Genetic Studies of Genius, Stanford, 1925, Stanford Univ. Press, 
Vol. I. A later study of very bright children is that of Hollingworth, Children Above 180 
IQ Stanford-Binet. Yonkers-on-Hudson, World Book Co., 1942. See also Terman, L. M., 
and Oden, M. H., The Gifted Child Grows Up. Stanford, Stanford Univ. Press, 1947. 

39 Lombroso, C., The Man of Genius. London, Scribner, 1895. 
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ment of certain capacities or traits was accompanied by certain defects 
which indicated an instability of organization pointing toward degenera- 
tion. Lombroso’s idea was popularized by Max Nordau ?' in his well-known 
volume on Degeneration. The modern student of psychology will find 
much of Nordau's psychology defective owing to the advances in knowl- 
edge made since his time. Nordau was also guilty of using a defective 
method of reasoning. For example, he observed the symptom known as 
echolalia, a meaningless repetition of words or syllables occasionally noted 
among some dementia praecox patients, and upon examining the works of 
poets found what to him was meaningless repetition in many of their poems. 
Accordingly, he regarded this as echolalia in the poet. He found that the 
type of thinking termed fantasy thinking is conspicuously present in cer- 
tain forms of mental disease. Of course he could find such fantasy thinking 
in the work of artists and men of letters, and this he considered evidence of 
mental disease in the artists and men of letters themselves. The preference 
for peculiar costumes which some geniuses have manifested, the periods 
of melancholy and skepticism which are recorded in the lives of many — 
these and others Nordau took to be indications of degeneration because 
he knew them as symptoms of mental disease. This is a trap into which 
many students fall. One cannot safely take symptoms out of their settings 
and then use them as criteria of disease in a different context. The repe- 
titiousness of a poet may in the abstract bear some resemblance to echolalia, 
but the general behavior of the patient in whom echolalia is one symptom 
differentiates it at once from the repetitiousness of the poet. The occasional 
appearance of doubt, or skepticism, or depressing emotion does not neces- 
sarily signify disease, and should be determined as morbid only after a 
consideration of the apparent causation, course, and outcome. Melancholy 
must not be confused with melancholia. 

Genius and Insanity. In spite of the defects of Nordau's reasoning, his 
basic thesis that genius and insanity have much in common has impressed 
many as plausible. They find support for his belief in the fact that many 
geniuses have had some form of psychosis.** Dostoievski and Napoleon 
were epileptics; Nietzsche was for many years hopelessly insane, and John 
Clare spent a large share of his life in an insane asylum, during which he 
wrote some excellent poetry. Christopher Smart wrote what many think his 
greatest poem while confined for a condition described as religious mania. 
That Tasso long suffered a disordered mind is now seldom questioned. The 
list could easily be extended, but there is little need to do so. It is more 


87 Nordau, M., Degeneration. New York, Appleton, 1896. 
*5 Cf. Wells, F. L., “Hölderlin: greatest of schizophrenics,” J. abnorm. soc. 
Psychol., 1946, 41, 199-206. 
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important to note how readily one can draw up an equally impressive list 
of the world’s great who were not insane. Washington, Grant, Lee, Jeffer- 
son, Browning, Mark Twain, William James, and a host of others come 
easily to mind. In Terman's study of one thousand gifted children he in- 
cluded a lengthy questionnaire designed to discover psychopathic tenden- 
cies. The response to this gave a higher average, indicating greater normality 
of response, for the gifted children than for the control group of unselected 
children, 

If insanity were an essential feature of genius, then our hospitals for 
the insane should be the most productive sources of philosophy, literature, 
and art. Such is obviously not the case. The conclusion must be much the 
same as that in the discussion of feeblemindedness. Just as the feeble- 
minded may also be psychotic or neurotic, genius may suffer mental disease, 
but not necessarily so. 

A modified form of the degeneracy theory is the conception of genius 
as in large part a manifestation of a constitutionally psychopathic endow- 
ment. Some of the difficulties of this concept of constitutional psycho- 
pathic inferiority have already been presented above. Nevertheless, it is 
now extensively used and seems to fit many instances of genius admirably. 
This theory holds that the genius began life with an endowment of intcl- 
ligence equal to or better than the average, and with intrinsically deter- 
mined tendencies to the development of a personality characterized by 
marked facility in action, indifference to opposition caused by the over- 
valuation of his own ideas, richness of emotional response, poverty of 
inhibition, lack of moderation, restlessness, facility of imagination, and an 
indifference to the present which makes the person appear impractical. 

A person so endowed and yet forced to live in a world of more stable 
and better inhibited human beings would be certain to suffer much mal- 
adjustment. But at the same time he would be admirably prepared to do 
new things, to do old things in new ways, to be highly sensitive to meanings 
which the rest of mankind might overlook, to do the unusual, to lead in 
untrodden ways, to be creative in thought and action. The social situation 
would obviously contribute much to the production of such personalities, 
although by opposition and misunderstanding rather than by providing 
aid and opportunity. This also corresponds to what is known of many recog- 
nized persons of genius,” and may be the best explanation for some of 
them. 


89 Kretschmer, E., The Psychology of Men of Genius. New York, Harcourt, 1931, 
P. 256; Lange-Eichbaum, W., The Problem of Genius. New York, Macmillan, 1932, 
p. 187; Witty, P. A., and Lehman, H. C., “ Drive: a neglected trait in the study of the 
gifted,” Psychol. Rev., 1927, 34, 364-376; “ Nervous instability and genius: some con- 
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Drugs and the Subconscious. The popular but crude psychological no- 
tion has gained currency in recent years that genius consists in the special 
endowment of a subconscious personality held in check much of the time 
by the conscious organization, and that drugs and disease give release to 
this subconscious personality, permitting it to rise to creative expression." 
Many cases of alcoholism and tuberculosis and of diseases of the central 
nervous system are marshalled in support of this contention. 

One obvious difficulty lies in the naive assumption of a subconscious 
personality bearing the special endowment, a highly speculative assumption 
for which there is little justification, Even where drugs and disease do seem 
to remove inhibitions, there is often ample evidence that the special abili- 
ties were present prior to the presence of the drug or disease effects. There- 
fore they were not the special property or endowment of a subconscious 
personality. That drugs have often served as a means of escape from a dis- 
agreeable and inhibiting present reality no one would question for a mo- 
ment. By affording release from such inhibiting factors, creative activity 
may be facilitated by means of drugs. But it is also true that a little more 
of the depressant effects of drugs has not resulted in a still further release 
of the powers of genius, but has depressed or deadened them. 

Prophetic Theory. Contrasting sharply with this is what might be 
called the prophetic theory of genius. Critics of Nordau and Lombroso 
quickly pointed out that genius might not be an indication of degeneration 
at all, but the bud of a new and higher direction of development. The most 
illustrious advocate of this interpretation was C. Stanley Hall." This 
theory sharply contrasts adolescence with maturity. Emphasis is placed 
upon the unconventionality, the impulsiveness, the emotionality, the cour- 
age, and the lack of habit domination as characteristics of youth. Maturily, 
on the other hand, is presented as conventional, constant, emotionally re- 
pressed or steadied, hesitant about new ways of doing and thinking, and 
above all dominated by habit. The genius is assumed to be creative, daring, 
ready to lead in new and untried ways, and is consequently defined as the 
prolongation of perfect adolescence. 

In defense of this interpretation, not only the characteristics of geniuses 
are pointed to as identical in the main with those of youth, but a long list 
Of the creations of youthful genius is presented. Ruskin composed Modern 
Painters at the age of 24; Bryant wrote Thanatopsis at 17; Chatterton died 
—_—_ 
flicting opinions," J. abnorm. soc. Psychol., 1930, 24, 486-497; “ Nervous instability and 


genius: military and political leaders,” J. soc. Psychol., 1932, 3, 212-234. 
4° Jacobson, A. C., Genius. New York, Greenberg, 1926, p. 160; Marks, Jeannette, 
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at 17, having already written brilliantly; Joan of Arc liberated France at the 
age of 16; Berkeley published his famous essay on vision at 25, and had 
done other philosophical work by this time. Lancaster ** ascertained the 
average age of first distinct success or certain demonstration of genius for 
several different groups as follows: 100 actors at an average of 18 years, 
50 artists at 17 years, and 100 scientists at 19 years. 

According to this prophetic theory, also, racial progress is to be found 
not so much through the emphasis upon, and the preservation of, maturity 
as upon the preservation and prolongation of adolescence. If maturity is 
permitted to encroach upon the growing period and thus to force youth too 
soon into the mold of maturity, then the progress of the race will be im 
peded, if not stopped, and degeneration will set in. So in the prolonged 
adolescence of the genius and in the frequency of genius is to be seen the 
hope of the future of the race.** 

Apparently there is much truth in this theory, just as there is some basis 
for the statements that genius is disposed to mental disease, and that genius 
is determined by an exceptionally high intelligence. But like the others, 
it does not constitute an adequate explanation of genius. 

G. Stanley Hall himself frequently insisted that women were much 
more youthful in maturity than were men, that they maintained far more 
than did men the characteristics of adolescence through maturity. If that 
were true, and if the prophetic theory of genius were an adequate explana- 
tion, then the world should have produced far more female than male 
geniuses. The fact that this has been disproved by every study of sex fre- 
quency ** in genius throws doubt upon the interpretation not only of the 
characteristics of the female, but upon the theory of genius as prolonged 
adolescence as well. It is, furthermore, not difficult to find in most com- 
munities men of ability who seem to have maintained the spirit of youth 
as much as many so-called geniuses, but who will certainly never be known 
to fame. It might be argued that this is due to the lack of the proper social 
situation to reveal their genius. Such an argument cannot of course be put 
to the test, and hence remains unanswerable. But the prolonged adolescence 
theory does not explain why one individual should be a musical genius, 

E ** Lancaster, E. G., “ Psychology and pedagogy of adolescence," Ped. Sem., 1897, 
¢ ‘a xo so much attention has been given to the works of genius produced in 
adolescent years it is instructive to read a comparable collection of works of genius pro- 
duced after the age of forty. See Nelson, H., “ The creative years,” Amer. J. Psychol., 
1928, 40, 303-311. 

#4 See Cattell, J. McK., “A statistical study of eminent men," Pop. Sci. Mo., 
1903, 62, 359-377; Castle, Cora, A Statistical Study of Eminent Women, New York, 
Science Press, 1913, p. 90; and Ellis, Havelock, A Study of British Genius (rev. ed.). 
Boston, Houghton Mifflin, 1926, p. 396- 
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another a military genius, another a poetic genius, another a religious 
genius, and so on, There must be other factors still to be uncovered. 

The Inherited Trait Theory. In the face of such considerations the 
theory of special trait endowment is attractive, It presents an easy, perhaps 
too casy, way out of the problem. It is simple: it assumes that the genius 
is born with a peculiar predisposition to the development of exceptional 
superiority in some field of human endeavor. Just as we are born with 
nerve patterns ready made for sucking and swallowing, and are supposed 
to be born with a tendency to develop nerve patterns for fear and anger, 
so certain individuals are supposed to be born with tendencies to an early 
and claborate development of certain traits, which the world eventually 
acclaims as genius. Thus we hear of the special endowment or inherited 
trait which results in the mathematical genius, and in the same way the 
military, poetic, religious, and all other forms of genius are accounted for. 
If this is a matter of intrinsic determination, then one would expect that 
other members of the immediate family should share, to some extent at 
least, in this special trait endowment. Apparently this is frequently the 
case. Studies of the families of genius do reveal greatness in the ancestry, 
in others of the same generation, and in the descendants.” But the validity 
of this theory of special trait endowment still remains to be established by 
more rigidly controlled studies in genetics. 

The trait theory inevitably raises a question about the difference be- 
tween talent and genius, There are many people of great talent who could 
not well be called geniuses. Havelock Ellis * has answered this perhaps as 
well as anyone, by saying that talent is merely the ability to do better than 
the rest of us what the rest of us can all do moderately or indifferently well, 
but that a genius is one who can do what the rest of mankind cannot do, 
This is placing a high and somewhat indefinite estimate upon who should 
be included in the genius class, but if taken to mean primarily a matter of 
degree it might be accepted, pending a satisfactory psychological analysis 
of genius. 

Psychoanalytic ‘Theory of Genius, A very different attack upon the 
problem of genius has been made by some students of psychoanalysis. Be- 
cause the method is the same as that which has resulted in the psychogenic 
theory for so many forms of mental disease, the theory growing out of these 
Studies might well be termed a psychogenic theory of genius. 

Psychoanalysts carefully scrutinized the biographies of great men and 
Women. In the light of what was revealed they then made a careful study 


* Gun, W. T. J, “The kin of genius. A study of the families of great men,” 
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of the work of the person in question, as a further source of data, Their 
interpretations were given in terms of the psychoanalytic concepts fairly 
well known to the educated public by this time. For example, Charlotte 
Brontë ** is interpreted as a case of father fixation. She eventually fell in 
love with a married man who was a surrogate for her father, and the heroes 
of her novels are all descriptions of this same father type. Edgar Allan Poe,** 
to cite another example, is found to be a case of mother fixation, along with 
other neurotic maladjustments. The mother image appears again and 
again in his poems, and his ineffectual and peculiar relations with women 
are thought to be conditioned by this same fixation. In line with this psy- 
choanalytic approach, Thomas Jefferson ** is considered to have had an 
unresolved conflict as a consequence of his childhood experience with a 
tyrannical father, and that this conflict gave to his life its peculiar bent. 
According to Clark, Abraham Lincoln had a mother fixation which ruled 
his life and caused the emotional depressions which at certain periods 
approximated psychotic proportions. 

"The nature of these psychoanalytic interpretations may be viewed in 
the light of the insecurity syndrome discussed in Chapter 3. The develop 
ing personality is molded by profound sources of motivation connected 
with threats to one's safety and freedom from devastating anxiety. This 
Freudian insight, expressed in terms of such a broad generalization, would 
very likely be acceptable to psychologists of all schools. Whether it supplies 
à satisfactory explanation for the emergence of genius is, however, open to 
serious question. It may suffice to account for the specific content of much 
of a novelist's writings, or for the direction of an eminent man's compensa- 
tory strivings, or the particular trend of his loves and hates; but this is 
far from shedding light on genius as such. After all, the rank and file of 
humanity is also burdened by the insecurity syndrome and is prompted 
to build up psychological bulwarks against it, and yet outstanding creative 
achievement fails to emerge. What is more, as has just been indicated, 
many men of genius seem never to have suffered acutely from the pattern 
of conflict posited by the psychoanalytic theory. 

The underlying problem is not very different from that which makes 
Alfred Adler's attempt to account for genius equally unsatisfactory. Adler, 


47 Dooley, Lucile, “ Psychoanalysis of Charlotte Brontë,” Amer. J. Psychol., 1920, 
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it will be recalled, regarded brilliant accomplishment as a product of over- 
compensation for feelings of inferiority. Here, too, the antecedent existence 
of such feelings can be granted in the case of many eminent men. However, 
by no means all men of genius have a history of such crushing feelings of 
inadequacy, nor do all people with such feelings rise to great heights. The 
feelings may account for the persistence of motivation, but not for that 
which differentiates genius from mediocrity. It is not unlikely that no 
single explanatory factor will suffice to dispose of the problem, and future 
research will demonstrate the need for appealing to some kind of multiple 
factor theory, In the present state of psychological theory it is not yet pos- 
sible to lay out a blueprint for the mass production of genius. 

° However, this should not be taken to mean that nothing is being done to formu- 
late relevant working hypotheses amenable to confirmation, rejection, or modification in 
the light of suitably controlled experimental designs. In current psychological literature 
the issues involved are often discussed as problems in productive thinking or creativity, 
It now scems fairly well established that genius in this sense of creativity is by no means 
4 function of the “abnormal endowment” symbolized by the high LQ.s Terman 
marked off for special investigation in his studies of genius. For an introduction to the 
Cun. i status of the problem, as well as for some helpful bibliographic references, the 
interested student should consult the following article: Guilford, J. P., “ Creativity,” 
Ames. Psychologist, 1950, 5, 444-454. 


8. Dreams: Normal and Abnormal 


Un ike Most of our other chapters, the next two — the present one deal- 
ing with dreams and the next with hypnosis and suggestibility — will not 
be concerned with topics unique to the maladjusted, psychopathic, or 
handicapped person. The phenomena about to be introduced are not “ ab- 
normal” in the sense of being limited to disturbed individuals. Everybody 
dreams, everybody is somewhat suggestible, and the majority of people 
are hypnotizable to a certain degree. From this viewpoint dream phenom- 
ena, suggestibility, and hypnosis are “ normal” phenomena. Accordingly, 
one is justified in asking, “ Why devote considerable space to such phe- 
nomena in a textbook purporting to deal with abnormal phenomena?” 
There are some psychologists who evidently would reply that an extended 
discussion of such topics has no place in books of this kind. At all events, 
two recent texts * either ignore or give but passing reference to these topics. 
On the other hand, two other contemporary volumes? dealing with ab- 
normal behavior contain separate chapters devoted to them. There is thus 
no unanimity of opinion regarding the relevance of this material to the 
field of abnormal psychology. 

Inasmuch as we are including this material, it may not be amiss to 
explain and defend our position. The fact that such an inclusion has been 
traditional among authors of texts in this field is hardly adequate justifi- 
cation for continuing the tradition, nor does it explain how the tradition 
ever began. Parenthetically, it might be added that what is being discussed 
here will serve to clarify what was said in the introductory chapter regard- 
ing the fact that the field of abnormal psychology, as we envisage it, is not 
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coterminous with the field of psychopathology. It is broade: than the latter, 
for it does not limit itself to that which is directly associated with and 
unique to the sick, disordered, warped, neurotic, and psychotic or distinc- 
tively “abnormal " personality. It assumes that normal or general psychol- 
ogy is concerned with the experience and behavior of people who are fully 
conscious, alert, and in active touch with the immediate environment. 
Such experience and behavior is taken as an approximate standard for 
normal consciousness and behavior. Consequently, with this as a conven- 
ient frame of reference, the experience and behavior characteristic of peo- 
ple no longer “ fully conscious” is noted to deviate from this approximate 
standard of normality. The perceptions of the dreamer, for example, do 
not correspond to what he would perceive if he were awake. 

In short, there is a marked discrepancy between the world of dreams 
and the world of reality. The dream world is a world of illusion and hallu- 
cination, At the moment of dreaming, however, such illusory and halluci- 
natory experiences are perceived as " real " or veridical experiences by the 
dreamer. In the language of psychiatry, the dreamer may be said to lack 
contact with reality. This suggests that, even with respect to psychiatric 
criteria of normality, the normal individual undergoes what is classified 
as abnormal when observed in the non-sleeping individual, 

Common-sense psychology has long recognized the difference between 
waking consciousness and dream.states. The latter are noted to be bizarre, 
fantastic, illogical, and presumably allied to “ madness.” ‘They are clearly 
abnormal when contrasted with waking consciousness. At least, this seems 
to have been the original justification for regarding discussions of dream 
phenomena as germane to abnormal psychology. Additional justification 
is found in the fact that the literature of psychopathology has come to be 
replete with references to the similarity between the dream consciousness 
of the ordinary person and the dissociated states of some hysterics, the 
delirious states found in some psychotics, and the fantasy life of some 
schizophrenics. Finally, the fact that Freud came to regard the dream as 
“the royal road to the unconscious ” is another reason for considering 
dream phenomena as falling within the scope of abnormal psychology. 
Additional reasons might be given, but it will be more instructive to turn 
to the subject of the psychology of dreams without further apology. 


DREAM PSYCHOLOGY 


Both the general and technical literature devoted to the subject of 
dreams is vast in scope and diversified in content. A recent anthology * of 
8 The World of Dreams (R. L. Woods, ed.). New York, Random House, 1947. 
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from being recorded or recalled. Some psychologists have even argued 
that sleep is never dreamless. No method has so far been devised whereby 
the problem can be satisfactorily attacked. 

Content of Dreams. The content of dreams has been studied by both 
the introspective and the questionnaire methods, Many years ago Bentley 
presented a most carefully prepared program for the adaptation of the in- 
trospective technique to dream problems. Unfortunately it has not been 
sufficiently used. He and his students found visual and auditory imagery 
most frequent.’ Colors appeared in the visual imagery occasionally, but 
gray imagery was far more common. Unpleasant dreams appeared about 
twice as often as pleasant ones, and effective thinking was rarely reported. 

Other forms of imagery are reported less frequently, some so seldom 
as to have raised the question of their appearance at all, But it is prob- 
ably safe to say that any form of imagery may appear in dreams, and that 
the relative frequency of the different kinds of imagery bears a fairly direct 
relation to the use of imagery in waking life. ‘There is one kind of variation 
which seems to be well established. At least its existence is customarily 
acknowledged by students of the subject: although waking consciousness is 
replete with chromatic imagery, dream consciousness tends to be achro- 
matic. Only rarely do colors appear in the fabric of the dream. 

The ideational material aroused in the dream is either the reproduction 
of former experience, or is constructed after the manner of constructive 
imagination. The range of reproduction is notable, Material is frequently 
reproduced in dreams which the dreamer could not by any effort volun- 
tarily recall. Instances are frequently reported of dream content which 
the dreamer could not believe to have come from the past, but which was 
subsequently proved to be so. 

The questionnaire studies have gathered much more data, but are sub- 
ject to many errors of observation and report, Nevertheless, they are worthy 
of consideration. Kimmins,” in an elaborate study of many thousands of 
dreams reported a number of indications of change of content with age. 
Dreams of fairies are most frequent in earlier childhood, wish fulfillment 
dreams and fear dreams come into prominence in later childhood, while 
adolescence shows a great broadening of the scope of dream content. Fur- 
thermore, the social condition of the child clearly influences the content 
of the dream. Poor children and orphans dream more of toys and home 
life. All such studies reveal the influence upon dreams of fear, anger, de- 
sire for revenge, and other conative sets. Delinquent children confined in 


® For an interesting report of colored dreams sce Stiles, P. G., Dreams. Cambridge, 


Harvard Univ. Press, 1927, p. 80. 
7 Kimmins, C. W., Children's Dreams. London, Longmans, Green, 1920. 
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institutions dream much of home, and convicts behind prison walls dream 
of free life outside.* I 

Dreams by Experimental Stimulation. A favorite method used in the 
study of dreams has been to determine the effect of some particular stimu- 
lation upon their content. That dreams may be so influenced has been 
clearly demonstrated. Subjects have been instructed to retire with a clove 
on the tongue, or to gaze at certain colors just before closing the eyes 
finally, and to report in the morning the content of all dreams which could 
be recalled. When compared with the normal content, the increase of 
taste, smell, and color imagery has been accepted as the consequence of 
the special stimulation. 

Cubberley ? studied the effects of tensions of the body surface upon 
dream content by introducing rather delicate cutaneous stimuli, To induce 
variations in tension he applied a piece of gummed paper to the surface 
of the skin, and for relaxation he rubbed oily substances into the skin. 
In several hundred experiments he found that even such slight stimuli 
clearly influenced the dream content. Less carefully conducted experi- 
ments have produced similar results. A subject pinched on the neck while 
asleep and subsequently aroused reported dreaming of a blistering plaster 
and the family physician of his childhood. Drops of water falling on the 
forchead of a subject produced a dream of Italy, perspiration, and the 
drinking of wine. The influence of alarm clocks on dream production is 
well known, Usually the sound of bells becomes an integral part of the re- 
sulting dream pattern. 

Speed of Dream Process. ‘The speed with which dream events tran- 
spire has long been a subject for discussion. Many years ago Maury related 
a very long dream which concerned alleged personal experiences of the 
French Revolution, all of which occurred in the moment between an acci- 
dental blow on the neck and waking. He was under observation at the 
time, and so the nature of the blow was witnessed and the promptness of 
waking. How so much could be dreamed in so short a time was puzzling. 
Other dreams of a similar temporal nature were brought to light. Theories 
ranged from a frank acceptance of a much greater speed for mental proc- 
esses in dreaming to the insistence that the dream appeared as a picture 
or a brief series of pictures which, when reported, appeared illusively long 


® Blanchard, P., “ A study of subject matter and motivation of children’s dreams,” 
J. abnorm. soc. Psychol., 1926, 21, 24-37; Selling, L. S., “ Effect of conscious wish upon 


dream content,” J. abnorm. soc, Psychol., 1932, 27> 172-178. 
” Cubberley, A. J., “ The effects of tensions of the body surface upon the normal 


dream," Brit. J. Psychol. (Gen. Sec.), 1923. 13+ 245-265. x s : 
19 A convenient translation of this may be found in Freud's Interpretation of 


Dreams, p- 21. 
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in time. While it was subsequently shown that this particular dream of 
Maury's was not reported for sevcral years after experience, and E 
quently much endangered by faulty memory, the problem remains E oa 
Is dreaming much more rapid than waking thought? Peor ml e 
corded the imagery of waking association in a given period of time an 
then counted the items. He found that, far from being slower than dream 
life, waking associations were at least as fast if not faster than the much- 
discussed Maury guillotine dream. Anyone performing the simple experi- 
ment of recalling the content of thought for even a brief period of time 
will be impressed by the number of successive items crowding the field of 
consciousness. While the problem was thus apparently solved, it was 
brought up again by Freud and used, as will be seen below, as a criticism 
of the older dream interpretations, 

Relation to Waking Consciousness, The, effect of waking upon dreams 
is not without significance. In fact, it is oftely a serious source of error in 
dream studies. It has been contended that no\dreams are recalled exc pt 
those which end in waking, even though for Diut a brief time, In ot! cr 
words, the dream and its recallability is a produc of the emergence from 
sleep into waking. This has been contested and & decisive answer is not 
yet available, It is clear, however, that the content\ of dreams is likely to 
be distorted as it is being described, because of th\e same factors which 
cause descriptions of ordinary experiences to be subjeXet to error. Thus, in 
n the possibility of 
etween the experi- 
he more frequently 
unintentional fal- 
y dream appears 
of these involves 


the story has been told, the greater is the likelihood of? 
sification, If it should turn out, as some think, that eve 
as a picture or series of pictures, then the very description . 
some inevitable alteration in order to mold the pictures ; \nto a plausible 
story. For the purposes of introspective analysis such an {iteration must 
be avoided. The best method seems to be that of quiet, pa? sive retrospec- 
tion as soon as possible after waking. By this means the dram reproduc- 
tion is, presumably, more in accord with what was actually e! 
the dream took place. But it may be that the very processes 01° 
and distortion are themselves essential features of the dream ` 
is the opinion of psychoanalysts. t 

That dreams influence waking life seems to be well esta? 
though by casual rather than systematic report. Some people, © 
children, are prone to confuse dream experience with waking e., 
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They recall as actual occurrences of waking life events which occurred in 
their dreams. In seeking a detailed history of the life of an individual in a 
case where it is necessary to rely largely upon the individual's own recall, 
this source of error must never be overlooked. The emotional accompani- 
ment of a dream often carries over into the following day, and serves to 
produce a mood of considerable duration. People who are superstitious 
and interpret their dreams by the old-fashioned symbolism of the dream 
books may have their subsequent conduct influenced by the content of 
dreams. 

Absurdity of Dream Content, The absurdity of dreams is one of their 
most obvious features. They are absurd in the light of waking thought, 
but not in the light of dream consciousness itself. As a rule the most ri- 
diculous dream is experienced in a wholly uncritical manner. Because of 
this some psychologists have argued that the powers of reasoning are in 
abeyance in the dream state. Others have insisted that this very suspen- 
sion of reason is not only a setting aside of the limitations of conscious 
life, but is at the same time a release of subconscious powers of thought, 
as different from waking reason as they are superior to it. Such an inter- 
pretation is more dramatic and fanciful than probable and factual. It 
would be safer to say that the absurdity of the dream content is a con- 
Sequence of the elimination or reduction of exteroceptive stimulation, 
With a consequent drastic modification of associative processes ordinarily 
touched off by such stimulation. 

Sometimes in the course of a dream there comes an awareness that it is 
all a dream, This is often accompanied by a change of affect from the dis- 
agreeable to the agreeable. This awareness that the process is only a dream 
may indicate a partial awakening, or it may be merely a further complica- 
tion of the dream content, or possibly both of these explanations may 
apply to some dreams. 

The curious selection of material for the dream has often been a mat- 
ter of comment, and has been revived with much attention by the psy- 
choanalysts. The day may be occupied continuously with matters of great 
moment, but the dreams of the night which follow are apparently of no 
consequence. Why should such insignificant items come up in the dream, 
when the waking life is filled with matters of great importance? ‘The an- 
swer depends upon the theory for dreams which one adopts. 


TYPES OF DREAMS 


Certain kinds of dreams have been reported by so many people from 
time to time that for purposes of descriptive convenience it is helpful to 
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group them into categories and give them special labels. The classification 
employed in this section will familiarize the student with the grouping 
commonly found in the psychological literature. Aside from this, there is 
little justification for viewing this classification as superior to others, 

Premonitory, Prophetic, and Prodromic Dreams. Premonitory dreams 
are those which leave the dreamer with a fecling of future significance, 
usually of a foreboding nature. Of course, this premonitory feeling may 
in part be attributed to a habit of belief in the significance of dreams. The 
same feeling is sometimes left by the experiences of waking life as well. 
It appears to be of the same nature as the “ hunch” and the intuition, a 
very incomplete reasoning process, the basis for which is never earnestly 
sought and is never completed by the processes which bring proof. If per- 
chance some subsequent event is calamitous, then the premonitory feeling 
seems justified and significant, and the conclusion is a belief in the pre- 
monitory nature of dreams. If the outcome is different, the dream is for- 
gotten. 

The prophetic dream is supposed to indicate directly or symbolically 
some future event. Why the vast number of dreams are not prophetic 
while occasional dreams are, is not made clear by the adherents of this 
doctrine. Obviously the prophetic dream owes its popularity largely to tra- 
dition,'? and to the common human tendency to recall a few positive cases 
and forget all the negative ones. Believers in prophetic dreams know of a 
few remarkable instances of coincidence between dream content and sub- 
sequent events which they cite on the slightest provocation, thus contribut- 
ing to their own conviction and far too often to that of others. 

Prodromic dreams are prophetic in a vague way. Incipient stages of in- 
flammation seem to be capable of arousing cerebral activity of a percep- 
tive-illusory nature, when the same degree of inflammation does not pro- 
duce sensation or perception in the waking state. A man dreamed, for 
example, of being operated on for appendicitis, the incision being made 
in his back where the pain seemed to be. He awoke in much distress, only 
to discover that there had been no operation and apparently he was in 
good health. Later in the day an attack of lumbago did develop, thus sug- 
gesting a relationship between the dream content and the initial stages of 
the lumbar pains. The early -stages of the inflammation had apparently 
begun in sleep and stimulated the dream, but not until the inflammatory 
condition became more intense was its existence noticed. 

Collective, Kinesthetic, and Paralytic Dreams. Although collective 
dreams have been reported only in rare instances, they are of considerable 


12 The story in the Bible of Joseph’s skill in prophesying from Pharaoh's dreams is 
an example of such a tradition. 
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theoretical value. As the name indicates, they are instances of two or 
more people having the same dream at approximately the same time. To 
cite one example: soldiers hastily quartered in an abandoned building 
about which there was a local tradition of ghosts awoke in terror, telling 
much the same dream of the devil jumping on their chests, Doubtless the 
soldiers had picked up the story of ghosts from the local inhabitants, and 
so retired with some trepidation. Crowded as they were, with insufficient 
ventilation, it is likely that many became oppressed at about the same 
time. This oppression served as a dream stimulus, which easily aroused the 
remnants of ghost stories discussed prior to falling asleep. Add to this the 
suggestibility of sleepy, ignorant men, and the phenomenon seems to be 
satisfactorily explained. 

Kinesthetic dreams have to do with dreams of soaring, floating, and 
falling. Most people have experienced them in one form or another. It 
should not be assumed from the name that the three senses ordinarily in- 
dicated by the term kinesthetic (muscular, tendinous, and joint) are the 
only significant factors in these dreams. The quality of the experience 
almost certainly points to the involvement also of the static senses, am- 
pullar and vestibular. It is the dream experience of suspension calmly in 
mid-air, or of gentle lifting into the air, or of soaring off smoothly or in 
great swoops; or again, it may take the form of more or less rapid down- 
ward movement, sometimes straight as in falling, and sometimes in an 
inclined manner, as if combined in part with the soaring experience, This 
cannot readily be attributed to reproduction from the past except in the 
case of paratroopers. Comparatively few people even today have had the 
actual experience of soaring, and the dream form is far older than the age 
of dirigibles and aeroplanes. 

In the early days of genetic psychology, when it was still dominated by 
the recapitulation theory, some overenthusiastic devotees argued that these 
dreams were reverberations from the days when our collateral piscian an- 
cestors floated and swam through the water. Simpler explanations are now 
available. The studies of slow anesthetizations have revealed that pressure 
sensation disappears early, and that after its disappearance the subject, 
although lying prone, has the experience of floating or of levitation, Ap- 
parently, then, any condition which entirely removes the sense of physical 
contact with supporting bodies should result in the consciousness of levita- 
tion. A person lying in bed motionless should become adapted to the pres- 
sure stimuli at all points of contact with the bed, and any other disturb- 
ance arousing consciousness would inevitably involve the consciousness of 
levitation, if the consciousness aroused were at all related to physical posi- 
tion. The rise and fall of the soaring experience seems to correspond to 
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the rise and fall of the chest in respiration. In addition, the falling dream 
has been variously attributed to changes in heart action and blood pres 
sure, the relaxation of the voluntary musculature, and to a gradual awaken 
ing from a soaring or levitation dream. In the latter case the full return of 
pressure sensations would end the fall, and it is true, popular tradition to 
the contrary notwithstanding, that many people do "strike bottom " at 
the end of the fall, some quite forcibly. 

The dream of paralysis, or inability to move, which usually ends in 
waking with horror, is attributable to a partial awakening prior to the re 
tum of general muscular tension. The dreamer is presumed to be about 
to want to move his arms or legs. Such incipient striving constitutes the 

of an act of volition. If the dream goes on without awareness of 
the fact that the body is not moving, then there is no disturbance and no 
dream of paralysis; but if at such a time there is a partial awakening suffi 
cient to bring awareness of the relaxed condition of the body, the lack of 
movement following the imaged and desired act, the result may be a state 
of terror akin to a nightmare, One psychologist had occasion to come 
across a person who had experienced a dream in which his speech muscles 
were paralyzed, Upon full waking the dreamer found that he was sleep 
ing with his mouth open, that the nasal passages were stopped by a cold 
and that the buccal mucous membranes were very dry. Under such cir- 
cumstances it was, of course, practically impossible to activate the speech 
muscles, 


Dreams of the Blind, Recurrent Dreams, and Nightmares. Dreams of 
the blind have attracted attention because of their curious difference from 
the dreams of the person with normal vision. (The dreams of the deaf arc 
equally curious, although they have been less discussed.) ‘The outstanding 
features are necessarily the absence from the dream content of images 
which are most frequent in normal dreams. Where such sensory defect is 
congenital, there must be a total absence of dream imagery. Where the 
defect is adventitious, the imagery may or may not appear in the dream 
life. If the sensory loss is suffered prior to somewhere about the fifth to the 
seventh year, the imagery disappears; but if the sensory loss occurs later 
than that, visual imagery continues in the dream. Apparently the range 
and use of imagery in dreaming is roughly a duplicate of that in waking 
life. Wheeler found in his blind subject (Cutsforth) that dream life cor- 
responded to that of waking.” Where more than one sense is detective, 
the dream imagery is that much more limited. This has been admirably 
desctibed in the writings of Helen Keller. 

31 Wheeler, R. H., “ Visual phenomena in the dreams of a blind subject," Peychol. 
Rev, 1930, 37, 315-311. 
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Recurrent dreams are still a baffling problem, While they may not per 
haps be always indicative of maladjustment, there is considerable clinical 
evidence to support such a view, Certainly they are to be noted often in 
the histories of psychoneurotics, In war, soldiers suffer much from recurrent 
dreams of terrifying war experiences, often to such an extent as to prefer 
remaining awake as long as possible rather than to face the hideousness 
of sleep. Such dreams may recur many times the same night, or they may 
come regularly every night, or they may recur at longer intervals, There is 
evidence that some of these recurrent dreams are aroused whenever a cer- 
tain pattern of sensory, stimuli occurs, but it is equally evident that all 
recurrent dreams cannot be so 

Nightmares are often of the recurrent variety, the content being ap- 
proximately the same upon each appearance. It has been reported that a 
nightmare dream may be made to recur," as are —— dreams, 
by discovering the position (usually a cramped one) which serves to arouse 
it. Futile efforts have been made to distinguish. between nightmares and 
night terrors, Both are disagreeable dreams which leave the subject in the 
throes of fear, They are likely to be recurrent, especially in children, Per 
haps some instances of terrifying dreams may, as G, H. Green ™ has sug: 
gested, be actually a part of a dream which would have ended pleasantly 
had the dreamer not been aroused from his sleep by the terrifying portion 
of it. Such cases would then be the interrupted realization of a wish. 


THE PROBLEM OF DREAM INTERPRETATION 


The preceding references to premonitory, prophetic, and prodromal 
ums seve to A patel eda dor poai uat 
ings in dreams. "hey also suggest the readiness with which some people 
view dreaming as different from other mental processes, Such people re 
gard dreams as the source of mowages transmitted from mysterious sources 
by unknown means. An aura of the magical and supernatural has come to 
surround this phase of the subject of dream psychology, which harks back 
to antiquity, On the very morning this paragraph was being written, the 
newspapers of the country printed the following United Press item carry 
ing the headline Dream Precedes Reality: " Bath, Me, Oct. 7 (UP.) = 
Forty-eight hours after dreaming that he found a body in the Kennebec 


M Bellamy, R, "The analys of a nightmare,” J. abuoem. Poche, 2915, 10, 
Via. 
| "4 Gen, C. H. The Terer Dream. New Youk, Dutton, i999 D 136 "Tbe 
problem of the terror dream,” Pryche, 1924. $ 1297117. 
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River, Richard Morse went out on the river and found the body of Frank 
Plumber, 47, who had drowned a week previously.” 

Obviously, in terms of this teport, Richard Morse’s dream preceded 
the “reality” of his discovery of the body. Just how often Mr. Morse’s 
dreams have been confirmed by future developments in this dramatic fash- 
ion remains an unanswered question. But before accepting a report of this 
Kind as trustworthy evidence of the prophetic import of dreams, there are 
innumerable questions a psychologist must raise. On the face of it, such 
a newspaper item is decidedly flimsy evidence for the existence of the sort 
of mysteriously telepathic meaning it attributes to some dreams by im- 
plication. Nevertheless, it serves the purpose of showing how the general 
public may come to believe in the possible existence of such a meaning in 
the dream story. Because of this, many people take the subject of dream 
interpretation very seriously. 

This belief has been reinforced, of course, by the fact that, since the 
publication of Freud’s famous volume on dream interpretation at the turn 
of the century, innumerable books and articles have given currency to the 
notion of some sort of a psychological approach to such an interpretation. 
It is by no means uncommon for psychologists and psychoanalysts to have 
a casual dinner partner request an interpretation of some dream experi- 
ences the night before. Such a request reveals a gross failure to understand 
the nature of the Freudian utilization of dream material. In this connec- 
tion, it may not be amiss to explain why such a request cannot be disposed 
of in the casual manner the questioner seems to expect. 

A Word of Waming. Irrespective of the theory of dream interpretation 
one comes to endorse, it will not be possible to proceed to apply such a 
theory to the dreams reported by friends and give instant interpretations. 
As Karl Menninger ** has put it, “ Even a trained analyst cannot attempt 
- » . to interpret the dreams of a patient until he is thoroughly familiar 
with the case history.” To make such an attempt, Menninger holds, is like 
reading a horoscope or telling a fortune by means of playing cards. 

By way of driving his point home Menninger cites the example of a 
man who dreamt that he was a guest at a social function surrounded by 
fashionable people whose approval he craved. Nevertheless, in the dream 
this man sees himself doffing his clothes in the presence of these people 
until he is entirely nude. Menninger wondered what “ the intelligent lay- 
man, who has read a few popular books on psychoanalysis,” would make 
of this dream. To satisfy his curiosity he asked several people. In most in- 
stances the interpretation took the form of holding that the dreamer was 


16 Menninger, K., “ Amateur dream-analysis condemned,” in The World of Dreams 
(R. L. Woods, ed.). New York, Random House, 1947, pp. 626-627. 
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expressing a wish for sexual gratification as indicated by the act of disrob- 
ing when physically attractive, socially desirable women were present. In 
Menninger's opinion, since none of these people knew anything about 
the dreamer's background, a “more thoughtful interpretation” would 
have involved taking a chance on regarding the impulse to disrobe as an 
expression of the dreamer's desire to reveal the naked truth by stripping 
away the superficial pretenses of everyday life. But this, too, would have 
been a product of sheer guesswork, for only by getting the dreamer to 
react to the dream elements so as to learn what these elements stand for 
in his experience can one proceed to move toward what Freud would have 
regarded as a genuine interpretation. 

Without going into details, the present dream, as Menninger sketches 
what analytic interpretation might reveal, has to do with feelings of guilt 
occasioned by thoughts of marital infidelity. This guilt feeling, in turn, was 
associated with a distressing childhood incident having to do with a little 
boy and a little girl who had disrobed. In the dream one of the ladies at 
the gathering looked like this little girl. The social gathering itself sym- 
bolized society. As a result the dream expresses “ the wish to confess to his 
wife and to be square with society.” But this meaning could not be de- 
termined without the active cooperation of the dreamer in the course of 
hours of consultation with his psychoanalyst. Substantially the same dream, 
reported by another patient, might have a very different meaning. This, 
in brief, is the gist of Menninger’s admonition against ready-made dream 
interpretations, even if one endorses the Freudian emphasis on dreams as 
symbolic expressions of concealed desires. 

Before leaving this topic it might be well to point out that Freud 
never maintained, as is popularly held, that all concealed desires respon- 
sible for dreaming are sexual in nature. In a series of lectures delivered 
around 1915 at Vienna he was careful to repudiate this common notion. 
He even referred “to the falseness of this reproach” of those who say 
" that psychoanalysis maintains that all dreams have a sexual meaning.” 7 
To show how false this is he called attention to “ wish-fulfillment dreams, 
dealing with the gratification of the most obvious needs — hunger, thirst, 
and the longing for liberty —comfort dreams and impatience dreams” 
and others of non-sexual import. Before taking up what Freud did teach 
about dream interpretation in more explicit detail, it will be necessary to 
consider what might be called the traditional stimulus-response approach 
to dreaming as advocated by those psychologists whose views developed 
independently of psychoanalytic teachings, and thus were products of the 
laboratory rather than the consulting room. 


11 Woods, o. cit., p. 580. 
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Stimulus-response Theory. The standard theory for the interpretation 
of dreams current prior to Freud, and accepted today by many who re- 
pudiate psychoanalytic teachings, is based upon the associationistic, stimu- 
lus-response views familiar to students of general psychology. This theory 
stresses the relationship between brain changes during sleep and changes 
in perceptual efficiency, and considers them adequate to account for the 
limitation of the range of association, the lack of criticism in the dream, 
and for the absurdity of the dream. A process once started in sleep follows 
what might be called the path of least resistance, the course of free asso- 
ciation, which ends either in waking or in fading to disappearance. This 
path of free association is recognized as not being altogether free, but as 
governed by no set attitude aside from those attributable to the influences 
of recency, frequency, and intensity of associations, 

The initiation of the process is ascribed to disturbing stimuli which 
force activity in some portion of the cerebral cortex. Let us suppose a per- 
son is sound asleep on his porch with sensory stimuli reduced to a mini- 
mum. All is dark and quiet, and the subject is thoroughly relaxed and his 
brain in the physiological condition of sleep. Smoke from the smoldering 
temains of a bonfire next door is carried by a change in the wind across 
the porch and the sleeper. Consequently, the olfactory membrane is stimu- 
lated rather strongly, and the result is activation of the olfactory tract fol- 
lowed by arousal of the cerebral processes of smoke perception. The stimu- 
lus continues to irritate and the cerebral activation spreads, arousing 
thoughts of fire, house-on-fire, fire alarm, fire engines, rescues, etc., until 
the sleeper is aroused. By the time the sleeper is awake the breeze may 
have changed its direction and the smoke stimulus disappeared. Such a the- 
ory for the explanation of dreams is obviously in line with experimental 
work on the effect of sensory stimulation upon the dream content. 

Advocates of this theory call attention to the wide range of common- 
place stimuli which can serve as dream instigators. They point out that 
the moon shining on the eyes, unusual noises, a bad taste in the mouth, 
cramped positions, cold from insufficient covering, even such little things 
as creases in the bedding, have all been identified as dream stimuli, They 
also refer to such interoceptive stimuli as thirst, indigestion, disturbed 
respiration, bladder distention, etc. Certain perseverations of activity from 
the evening before may also be added to this list of instigating factors. 
Activity of any form, which for emotional or other reasons has required 
close attention in a state of high tension for some time prior to sleep, seems 
not to subside at once but lingers on, serving at least as a contributory 
factor to dream disturbance. The aftereffect of emotion appears to func- 
tion in a similar manner. A depressing emotion of the day or evening may 
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linger on, perhaps as a mood, and determine the nature of the thoughts 
aroused in a dream. In this way the associationist's principle of emotional 
congruity is also seen as operative in the dream sequence. 

That emotional conditions involving the whole physiology of emotions 
may have a very definite effect upon dreams has been indicated in a most 
interesting case.!5 The condition of the patient was such as to call for treat- 
ment with pituitary extract. While he was undergoing this treatment, 
dreams were notably frequent and most pleasurable, depicting the realiza- 
tion of many of the patient’s hopes and desires. Later the treatment was 
changed to suprarenal extract, and with the change came an apparently 
telated change of dream content. Under suprarenal treatment the dreams 
were terrifying and anything but pleasurable. The details of these dreams 
were forgotten, but the emotional effect was carried over strongly into 
waking life. With the cessation of the endocrine medication the patient’s 
dreams reverted to their normal characteristics, 

Students of dream content have often concluded that many dreams 
present the realization in fantasy form of waking wishes. In their dreams 
children enjoy the toys and the experiences they long for in waking hours 
and, as was stated earlier, delinquents detained in institutions dream of 
home, and convicts of the world outside their prison walls.” Whether 
these desires are aroused in the preceding day and then carried over into 
Sleep as a perseveration, or whether they are aroused by free association 
from some sensory stimulus in sleep, is not always immediately obvious 
from the dreamer's account of what he experienced. The point to be noted, 
however, is that this stimulus-response theory also recognizes the role of 
desire as an instigator of dreams. In this respect it is not altogether at vari- 
ance with the kind of dream theory initiated by Freud. In other respects, 
however, it is very different, as will be evident from the account of Freud's 
Views to be considered next. 7 

Introduction to Freudian Theory. It is difficult to summarize Freud’s 
Views of dream interpretation, on account of the changes introduced 
through the years and the complexity of the concepts involved. We refer 
to those views actually held by Freud, as well as to those sponsored by his 
followers and those who used his views as a point of departure for the de- 
velopment of their own theories. It is probably best for the student to 
acquire first the older conception, as given in Freud’s much-quoted volume 


18 Finley, C, S., “ Endocrine stimulation as affecting dream content," Arch, Neurol. 
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1 E HER a iad of subject matter and motivation of children’s dreams, 


J. abnorm, soc. Psychol., 1926, 21, 24-37; Selling, L. S., “ Effect of conscious wish upon 
dream content," J. abnorm. soc. Psychol., 1932, 27; 172-178. 
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entitled The Interpretation of Dreams. It will then be easier to read both 
the older and the contemporary literature intelligently. Of course, the 
newer variations must be included and evaluated in the light of the whole. 

It is well at the outset to recall the tripartite conception of mental 
organization introduced by the early psychoanalysts. They thought of 
psychic life as manifesting three degrees of introspective accessibility: con- 
sciousness, foreconsciousness, and the unconscious. Between the uncon- 
scious and the foreconscious they postulated the functioning of inhibitory 
and selective factors responsible for the repression of disturbing or shock- 
ing impulses. The nature of this censorship * was left until further study 
should bring understanding, but that there was some force which actively 
repressed the disagreeable, the psychoanalysts were certain. The forecon- 
scious contained material which had not been forcibly repressed, but which 
had been temporarily forced out of consciousness by the circumstances of 
hfe. Foreconscious material could be recalled upon occasion. All mental 
life moves according to the pleasure principle — toward the relaxation of 
tension, the avoidance of pain, and the production of pleasure. All psychic 
life or processes were thought of as dynamic, as endowed with energy 
which did things. Unconscious processes were dynamic and seeking ex- 
pression despite the barriers of the censoring factors. Only by some con- 
cealing change could they elude the barriers. 

Such concealed expressions characterized all conscious life, but were 
held to be especially evident in dreams and the symptoms of the psycho- 
neuroses. The dynamic unconscious factors seeking expression were often 
referred to as wishes. The term wish was very generally used to include in- 
stincts, impulses, desires, hopes, longings, and actual wishes. If the wishes 
were such as to lead to the disagreeable and unpleasant, they were re- 
pressed. And if repressed they were, according to the theory, still seeking 
expression. ‘The best opportunity for them to find expression was during 
sleep, when the activity of the censor was assumed to be less alert and 
relaxed. 

Thus it came about that the dream was defined as the concealed ex- 
pression of a repressed wish. It is important to emphasize the term con- 
cealed in this definition. Far too often readers have hastily assumed that, 
according to the psychoanalysts, dreams are the expression of wishes; then, 
after taking a look at the absurdity of their own dreams, they concluded 
that the theory itself was absurd on the ground that no sane mind could 
have wished for such silly things. 


20 In connection with this review of concepts already mentioned in Chapter 2 it 
would be especially clarifying to note what was said on page 29 regarding the modifica- 
tion of the concept of a “ psychic censor ” introduced by Dalbiez. 
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Distinction between Manifest and Latent Content. With a full ap- 
preciation of this definition, it becomes immediately evident that the con- 
tent of the dream, as we recall and relate it, is really but a small part of 
the whole dreaming activity. Behind the dream as we tell it there is much 
more below the censorship which we cannot recall. Thus there are two 
parts to the dream, termed the manifest content and the latent content. 
In terms of this Freudian distinction the reason why dreams so often ap- 
pear to be absurd is that we recall only the manifest content, which is but 
a fragmentary portion of the whole. If one should record what a friend 
says while at the telephone, without any consideration of the pauses and 

` of what was said at the other end of the line, it might appear nearly as 
absurd as the content of our dreams, as we relate them. But the activity 
behind the manifest content of the dream is, if anything, more compli- 
cated and influential than is the other end of the average telephone con- 
versation. 

From the foregoing it follows that the discovery of the latent content 
of the dream is an indispensable step in its explanation. This is obtained 
by means of free association with the patient or subject in a state of relaxa- 
tion, usually lying down, and under instructions to permit anything to 
come to consciousness, no matter how trivial, personal, or disagreeable it 
might be. With the termination of one chain of “free” associations 
aroused by one fragment of the dream, the analyst introduces another frag- 
ment from the manifest content to elicit another series of associations. 
Once again the analysand lets his mind run uncontrolled. ‘The obvious 
object of the procedure is to avoid as completely as possible the repressing 
activity of the censor. Out of the record of these free associations the latent 
content is subsequently pieced together. 

Dream Work Mechanisms. As a consequence of ferreting out the rela- 
tionship between manifest and latent content in many dreams, Freud 
came to discover or assume the existence of certain rather general forms of 
distortion or concealment by which the drives of the unconscious achieve 
expression in the conscious. These are technically known as condensation, 
displacement, dramatization, and secondary elaboration, and are frequently 
referred to as the mechanisms of the dream work. They merit discussion, 
not only for the comprehension of dream theory, but also because they 
have been so widely used in the interpretation of many other forms of hu- 
man behavior. 

Condensation means that any single item in the manifest content of 
the dream may be composed of parts of several ideas or wishes in the latent 
content. Freud tells of finding the word “ norekdal” in the manifest con- 
tent, and discovering that it was the condensation of Nora and Ekdal, two 
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of Ibsen’s well-known characters, who showed up prominently in the latent 
content. The curious term “ uclamparia " was found to be a condensation 
of eucalyptus and malaria, with very elaborate meanings associated with 
each of these words. Incidentally, condensation is also exemplified in the 
use of portmanteau words invented by journalists. Words like “ Dixiecrat " 
and " watermeloncholia " will serve as convenient examples. Condensation 
need not be restricted to just two items. For instance, a person in the 
manifest content may really represent several different people in the latent 
content. 

Displacement concerns the attachment of the affect. Every wish is com- 
posed not only of its ideational content, but also of its affect. This affect is 
thought of as the energy of the wish. In the unhampered expression of the 
wish in consciousness the affect centers upon the more significant items in 
the ideational content. But under repression the affect, in pushing for ex- 
pression, may become shifted or displaced to associated, although originally 
far less significant, ideas. Thus an idea in the manifest content may be 
of significance only because it happened to be slightly associated with the 
really significant idea in the unconscious, just enough so that the affect 
could be displaced to it. The extremely misleading nature of the manifest 
content becomes more and more apparent. What seems to be an important 
item in the manifest content on account of its emotional accompaniment 
may be but a surrogate for the really significant item. And this displace- 
ment may be combined with condensation. The affects of two or more 
wishes may each be displaced to subsidiary ideas and these subsidiary ideas, 
now apparently important because of their displaced affect, may be con- 
densed into one. In this way an item in the manifest content which is very 
intense may by its very intensity lead the interpreter to suspect both the 
effects of condensation and displacement. 

Dramatization and secondary elaboration differ from condensation and 
displacement in not being the consequence of conflict, but rather the con- 
sequence of mental limitations. Like cartooning, dreaming is largely in con- 
crete visual images, hence these wishes must take on the form of pictures 
in finding expression in dream consciousness. The result is further conceal- 
ment, so far as the investigator is concerned, of the true meaning of the 
dream. Here, it will be observed, it is a concealment from the investigator 
or analyst, not in order to escape censorship. In the process of becoming 
conscious, wishes have to be converted into more or less concrete visual 
images. This conversion of abstract wishes into concrete symbols constitutes 
what Freud regarded as a dramatization of the wish. Unless the analyst 
is aware of this change, he may be led astray. As an example, Freud tells of 
a dream in which he seemed to be in a hotel. It was taining and the roof 
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leaked, and as the storm continued the leaking became so bad that eventu- 
ally his whole room was flooded with water. Upon analysis this proved to 
be but a dramatization of the idea in the unconscious of superfluity. 

Secondary elaboration is the consequence of the need to make some 
sort of coherent story out of that which is largely a disconnected set of pic- 
tures. The material for this secondary elaboration is secured from the fore- 
conscious. Much of this elaboration comes in the recall and telling of the 
dream. In reporting dreams, even otherwise careful reporters will inad- 
vertently embellish the report to enhance the dramatic effect and achieve 
a greater degree of coherence. 

Another source of complication is the motivating wish behind the 
dream. Freud never insisted that all dreams are subject to these distorting 
mechanisms. He recognized many dreams, especially those of young chil- 
dren, as direct wish fulfillments. Only with the growth of mental maturity 
and a concomitant increase in complexity of interests and obligations was 
the indirect form of wish fulfillment to be expected. 

In Freud’s opinion, no wish repressed from waking experience of the 
day before was to be regarded as strong enough to activate a dream process 
by itself. Such a wish might be reinforced by other repressed drives, and a 
dream could occur because of such reinforcement. In psychoanalytic writ- 
ings this activation of the dream process by more than one wish is known 
as overdetermination. The underlying concept is the equivalent of the 
concept of multiple causation. By thus recognizing the possible influence 
of several wishes or drives in the causation of a single dream, the analyst is 
better able to account for the complexity of some dreams. In this way he 
is prepared to recognize that a given dream may be a product of a repressed 
desire for the death of an ailing husband, plus the tension of a full bladder, 
plus the desire for relief from oppressive heat. Should these three impulses 
find symbolic expression in the manifest content, the dream in question 
would be a product of overdetermination. 

All of the foregoing concepts are to be found in Freud's Interpretation 
of Dreams. In this hasty outline of material covering well over four hun- 
dred closely printed pages much has had to be left out altogether. But 
what has been included is still part of the frame of reference of those who 
venture to interpret dream material along Freud’s lines. As has been sug- 
gested, the older use of fixed symbolism has given way to a less stereotyped 
evaluation of symbols. Not all elongated objects appearing in dreams are 
viewed as inevitable masculine symbols, nor are all hollow or spherical ob- 


21 "This refers to the successive editions of the Traumdeutung. The sixth edition 
appeared in 1922, but after the third edition which appeared in 1911, no changes were 
introduced. 
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jects decoded as necessarily having a feminine reference. The early con- 
cept of a psychic censor has been supplanted by the inhibiting functions 
of the ego ideal. Nor is repression limited to illicit sex urges. It is now 
recognized that repressed aggressive impulses may find expression in 
dreams. These changes indicate briefly the general direction of later Freud- 
ian developments. 

Adler’s Views. It was but natural that those who veered away from 
their initial Freudian orientation and started rival schools — men like 
Adler and Jung — should also have started rival modes of dream interpre- 
tation. Adler,** for example, did not view dreams as expressions of old 
desires or repressed wishes, but as means of reinforcing the dreamer's “ style 
of life.” He saw dreams as a means of arousing appropriate emotions for 
tackling one’s difficulties. According to him, dreams point to the immediate 
future and not, as the Freudians would have it, to the repressed past. Their 
interpretation requires knowledge of the individual’s basic difficulties, so 
that the same dream material may have one meaning in the case of one 
person with one set of problems, and another meaning in the case of a per- 
son whose problems are different. Adler used the not uncommon examina- 
tion dream to illustrate this point. In this type of dream, as is well known, 
an adult finds himself back at school, confronted with an examination in 
some subject he passed years before and no longer of any importance to 
him. What does such an examination dream mean? In Adler’s words, for 
one dreamer it means, “ You are not prepared to face the problem before 
you.” For another dreamer the same dream suggests, “ You have passed 
this examination before and you will pass the test before you at present." 

In saying “the style of life is the master of dreams” Adler was main- 
taining that the function of the dream is to trick the person into experi- 
encing the kind of feelings needed to cope with his adjustment problems. 
For Adler this was the “ most important step in understanding dreams.” 
He even maintained that self-hypnosis is involved in every dream, in the 
sense that the dream arouses feelings or emotional sets which persist even 
if the dream story itself is not remembered upon awakening. It is as if the 
dreamer were giving himself a pep talk, like a football coach talking to the 
team before a game. If the coach accomplishes his purpose, the team faces 
the opposition with more resolute morale, and this heightened morale may 
be present long after the coach’s words are forgotten. In the light of this 
analogy it should be possible to understand what Adler meant when he 
wrote that the “whole purpose” of a dream “is to excite the mood in 
which we are prepared to meet the situation.” In short, Adler's approach 


22 An exposition of Adler's views is contained in the following book: Adler, A 
What Life Should Mean to You. Boston, Little, Brown, 1931. 
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to dream interpretation was congruent with his basic efforts to discover 
the ways in which his patients were meeting the challenge of threatened 
failure, the hunger for success, the struggle for status, and the need to find 
a modicum of security in a highly competitive culture. 

Jung’s Dream Analysis. Jung’s method of dream interpretation is also 
a product of his basic psychological orientation. Postponing more extended 


Ficure 14. Carl Jung (1875- ), sponsor of Analytic Psychology 
as a separate school. (Courtesy of Newsweek.) 


discussion of this orientation until we come to Chapter 17, we shall merely 
note for the time being that, although Jung retained the term libido in his 
system, he employed it in a very different sense from that of Freud. For 
Jung it had reference to the sum total of man’s impulses to behave like a 
real live human being, or to find outlets for what some would call vital 
energy. Such a view was broad enough to bring both Freudian and Adlerian 
notions of motivation within the scope of the libido concept. If the general 
drift of a person’s libido induced him to be occupied with affairs of the 
external world of objects and people, Jung designated such a person as an 
extrovert. In contradistinction to this type, he referred to one whose libido 
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was directed upon the world of inner reflection and abstract philosophizing 
as an introvert. All this is doubtless already familiar to the student from 
his general reading, as well as from his other courses in psychology. It is 
mentioned here for the purpose of supplying a general reminder of the 
broad outlines of Jung’s psychological system. 

In his utilization of dream material Jung, like Freud, employed free 
association to obtain psychological data inaccessible to the patient’s direct 
self-observation. But unlike Freud, he was not primarily interested in un- 
earthing repressed memories of infantile sexual stirrings, traumatic experi- 
ences, and Oedipus fixations. Jung conceived of the unconscious as a vast 
reservoir of potential creativity, in the deeper recesses of which one might 
find traces or residues of ancestral or racial wisdom.” The dream process 
might thus signify a valuable release of hitherto untapped inner problem- 
solving resources. 

In particular, Jung objects to treating dream symbolism in arbitrary 
fashion. There are no fixed symbols with fixed meanings. Whether a snake 
which occupies an important place in a given patient’s dream is functioning 
as a phallic symbol cannot be determined immediately. In this Jung an- 
ticipated what has already been discussed on a previous page in connec- 
tion with Menninger’s views. But at the time Jung was developing these 
views the older Freudian notions of dream analysis were still prevalent. 
“He was interested*in demonstrating how his method of dream analysis 
differed from these Freudian notions. Accordingly, he selected the follow- 
ing dream of one of his young patients as an illustration: ?* “I was going 
up a flight of stairs with my mother and sister, When we reached the top 
I was told that my sister was soon to have a child.” 

Freudians would have little difficulty, Jung pointed out, in tracing the 
unconscious sexual motivation of such a dream. In the manifest content 
the reference to “ going up a flight of stairs” would symbolize or be a dis- 
guised expression of the sex act. Furthermore, since neurotics are often 
troubled by unconscious incest phantasies, the allusion to “ my mother and 
sister " might be interpreted as the product of such a phantasy. The sister’s 
pregnancy in the dream can be construed as a plausible consequence of the 
dreamer's phantasied behavior. Translated in this fashion, the dream exem- 
plifies Freud's theory of the role of infantile sexuality in shaping the course 
of dream phenomena. 

28 Such quasi-mystical views may have been related to Jung’s interest in archaeology. 
At all events there seems to be a telationship between this view of layers of unconscious 
material and archaeological layers harking back to the dawn of civilization, 

24 Jung, C. G., Collected Papers on Analytical Psychology. London, Bailliere, Tin- 


dall and Cox, 1920, p. 219. The same dream and Jung’s extended discussion of its im- 
plications is to be found in Wood's anthology of dream literature, op. cit., p. 635. 
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Having given this more or less conventional Freudian interpretation 
of the dream, Jung proceeded to point out his objections to the Freudian 
procedure. He noted, for example, that only certain parts of the manifest 
content are taken symbolically, while others are taken literally. If it is neces- 
sary to regard the picture of stair-climbing as a disguised or symbolic item, 
why is it unnecessary to treat the items of mother, sister, and child the same 
way? In effect, Jung was asking how a Freudian analyst can determine 
which items in the manifest content are distortions of latent content and 
which are undistorted. This is a difficult question to answer. Jung's criti- 
cism amounts to saying that Freudians are inconsistent in their handling 
of dream material. To avoid such criticism, he regards all dream items in 
the manifest content as symbols: none of them are taken literally. This is 
what he was referring to when he wrote: “I do not translate the dream, 
but really analyze it.” 

To illustrate his method he discusses the meaning of his patient’s stair- 
climbing dream as it came to be understood once the patient had given his 
associations to every portion of the dream. This particular patient’s neurotic 
difficulty had developed shortly after graduation from the university, when 
he found himself unable to resolve the conflict of choosing a profession. In 
his dilemma he had given up all work. The consequent idleness, Jung im- 
plies, must have troubled the patient, for when asked what he associated 
with the dream item of “ mother” he told about notslaving seen her for à 
long time and said, “I really ought to reproach myself for this. It is wrong 
of me to neglect her so.” As a result, Jung interpreted this dream item 
as a symbol for something neglected. When asked what this might be, the 
patient seemed embarrassed as he answered, “ My work.” Associations to 
the dream item of sister revealed this to be a symbol of.“ love for woman.” 
When asked to associate whatever came to mind in response to “ stairs” 
as a stimulus word, the patient talked about upward climbing, reaching the 
top, being great, growing up, and “ making a success of life." The stimulus 
word “ child” elicited the ideas of “ newborn; a revival; a regeneration; to 
become a new man.” 

On the basis of these associations Jung analyzed the dream to be an 
expression of the patient's longing for emancipation from dependent or 
infantile attitudes and the adoption of mature ones. In his dream the pa- 
tient is revealing his need to do something about " the duties which he has , 
neglected in real life.” Jung’s libido is thus not so much concerned with 
sex expression as with self-expression, or self-actualization. In the present 
dream the patient’s unconscious seems to be getting ready to goad the 
young man into a more responsible kind of attack on his neurotic problem. 
At least this would be Jung’s interpretation. Incidentally, in commenting 
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on this same dream, Woodworth ** points out that an Adlerian “could 
easily see a dependent style of life in this dream, since the dreamer did not 
climb the stairs alone." 

Concluding Comments. From what has been sketched as varying in- 
terpretations of the same dream depending on the frame of reference of 
the interpreter it should be obvious that validation of particular dream in- 
terpretations is not easy. The dream, as Freud contended, may be the royal 
road to the unconscious, but as yet there is no royal road to the validation 
of dream interpretations. There is always the possibility that what appears 
to be analysis of a dream fragment may be a projection of the analyst's own 
assumptions regarding human motivation. Just as adherents of different 
religious denominations interpret the same scriptural passage differently, 
so adherents of different psychological schools are apt to differ among 
themselves when called upon to interpret a given dream. It is not always 
easy for the neutral outsider to determine the difference between what they 
“read” in the “ language of the dream ” and what they “read into” that 
language. 

Such a neutral outsider might be even more disquieted to learn that 
so ardent an investigator as Jung admits that he is not too concerned about 
the scientific validation of his dream analyses. In his Modern Man in 
Search of a Soul * Jung reports sharing his “ readers’ prejudices against 
dream interpretation as being the quintessence of uncertainty and arbi- 
trariness.” Nevertheless, he states that “ something always comes” of a 
dream if one dwells on it long and patiently. With rather striking candor 
he adds: “ This something is of course not of such a kind that we can boast 
of its scientific nature . . .” The ^ something” supplies a “hint which 
shows the patient in which direction the unconscious is leading him.” Fol- 
lowing this Jung states quite explicitly: “I even may not give first impor- 
tance to the question whether our study of the dream gives a scientifically 
verifiable result.” He explains that he is content with a single criterion for 
validating his dream interpretations: Do they aid the patient to set “his 
life into motion again "? But this kind of pragmatic criterion, as Jung seems 
to recognize, is far from the criteria of proof required for the scientific 
validation of dream interpretations. 

Under the circumstances, the careful psychologist must suspend judg- 
ment with respect to the rival claims of rival schools of dream interpreta- 
tion. He will do well to regard the neglect of validation studies as a pro- 
fessional challenge. The problem is not hopeless; excellent beginnings have 


2° Woodworth, R. S., Contemporary Schools of Psychology (rey. ed.). New York, 
The Ronald Press, 1948, p. 203. 
?5 Excerpt cited by Woods in The World of Dreams, PP- 658-659. 
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been made. For example, just a few years ago Hall ** indicated the possi- 
bility of validating dream analysis by the adaptation of methods already 
developed for the psychological validation of personal documents. 

These methods all focus on the problem of agreement. As applied to 
dream interpretation, they include (1) social agreement, or the task of 
finding out whether a group of judges familiar with theories of dream inter- 
pretation and the dynamics of personality can agree on the meaning of a 
particular dream; (2) internal agreement, or the extent to which a series of 
dreams of the same person reveal consistent trends; (3) external agree- 
ment, or the degree to which personality traits revealed by dreams square 
with such outside evidence as personality tests, ratings by friends, etc.; 
(4) agreement with the future, or predicting how the dreamer will dispose 
of his present conflict as suggested by his dreams and confirmed by his 
later behavior; and (5) agreement with the past, or what has been called 
postdiction. This involves interpreting the personality make-up of the 
dreamer on the basis of his dreams, and then investigating to find out 
whether his past record confirms the retrospective expectations of the dream 
analyst. For the application of these methods to problems of dream inter- 
pretation the original article should be studied. Such a study will help to 
clarify the difference between an impressionistic, “clinical” approach to 
dream interpretation, and one which reflects the influence of training in the 
scientific evaluation of psychological data. 

27 Hall, C. S., “ Diagnosing personality by the analysis of dreams,” J. abnorm. soc. 
Psychol., 1947, 42, 68-79. 


9. Hypnotism and Abnormal 
Suggestibility 


Ir 1s Now Known that almost everybody can be hypnotized to a certain 
degree. In this sense hypnotizability is a normal phenomenon. Because of 
this, as was mentioned at the beginning of Chapter 8, some psychologists 
have recently questioned the soundness of a psychological tradition which 
allocates the study of hypnotism to abnormal psychology. In general, their 
teasons for objecting are the same as in the case of having dream phe- 
nomena brought within the scope of abnormal psychology. Our reasons for 
disregarding these objections in the case of dream phenomena are, if any- 
thing, even more cogent here. Hypnotizability may be normal, but hyp- 
notic phenomena are abnormal, 


GENERAL ORIENTATION 


So many irresponsible statements regarding the nature of hypnotism 
have been circulated that the entire subject has been clouded by misleading 
beliefs, unfounded fears, and some equally unfounded hopes. Some people 
regard it as akin to black magic, while others view it as a mysterious means 
of curing illness or gaining miraculous powers. If possible, the reader ought 
to divest himself of these popular misconceptions and approach the sub- 
ject with the matter-of-fact attitude of sober inquiry he brings to bear on 
any psychological topic. Hypnotism, in other words, is neither more nor 
less mysterious than rationalization, synesthesia, auditory hallucinations, 
color blindness, mongolism, delusions of persecution, or any of the nu- 
merous mental processes mentioned in the previous chapters or in textbooks 
of general psychology. It calls for the same critical examination of relevant 
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evidence as any other aspect of psychology, for the same questions as any 
other psychological problem: What are the facts? How are they deter- 
mined? How are they related to other psychological facts? On what theory 
can they be explained? What research problems do they raise? To approach 
a problem with this sort of questioning attitude is to approach it with a 
scientific attitude. It is in this spirit that we now turn to a consideration 
of the subject of hypnotism. 

Historical Background. Some form of hypnotism seems to have been 
used for one purpose or another since very ancient times.’ In modern times 
the attention of the popular and the scientific world was first forcibly at- 
tracted to it by the work of Mesmer (1734-1815). From his early interest 
in the influence of planets upon human beings, Mesmer passed to experi- 
mentation with electromagnetism for therapeutic effects. Then, for reasons 
not now well known, he conceived the notion that the effects he obtained 
were due to influences emanating from his own person — hence the term 
animal magnetism. Obviously, the term mesmerism comes from the name 
of Mesmer himself. He seems not to have been especially successful until 
he went to Paris (1778), where a combination of circumstances brought 
him and his practices quickly into the limelight. He was soon besieged by 
patients who desired to experience the healing influence of animal mag- 
netism emanating from Mesmer's body. 

The demands made upon Mesmer by his followers led him to reason 
quite logically that, if this newly discovered influence or force was of a 
magnetic nature, he might charge material objects with the force, and 
then, by bringing his patients into contact with the charged objects, pro- 
duce the same effect. This he did with his famous baquet, a crude sort of 
storage battery with long handles for the patients. In this way Mesmer 
could treat many patients at the same time. This may be regarded as one 
of the pioneer ventures in group therapy. The discussion aroused by his 
practices led to investigations which indicated that the effect produced in 
the patients had nothing to do with magnetism, but might be attributable 
to the expectations of the patients themselves. 

1 For extended presentations of this history see Binet, A., and Fere, C. A., Animal 
Magnetism. New York, Appleton, 1888; Bramwell, J. M., Hypnotism, Its History, Prac- 
tice and Theory (3rd ed.). Philadelphia, Lippincott, 1930, ch. II; Hull, C. L. Hyp- 
nosis and Suggestibility. New York, Appleton-Century-Crofts, 1933, ch. I; Janet, P., 
Psychological Healing. New York, Macmillan, 1925, Vol. I, Part II; Moll, A., Hypno- 
tism (4th ed.). New York, Scribner, 1909, ch. I; Podmore, Frank, Modern Spiritualism. 
London, Scribner, 1902, Vol. I, Part I, ch. VIII; Zilboorg, G., and Henry, G. W., A 
History of Medical Psychology. New York, Norton, 1941, pp. 342-369; Jenness, A., 
“Hypnotism,” in Personality and the Behavior Disorders (J. McV. Hunt, ed.). New 
York, The Ronald Press, 1944, ch. 15; Boring, E. G., A History of Experimental Psy- 
chology (2nd ed.). New York, Appleton-Century-Crofts, 1950, ch. 7. 
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There then followed a period of intense controversy. One group would 
prohibit the practice and condemn its practitioners as frauds. Another 
as ardently defended it, although they differed among themselves over its 
interpretation. Toward the middle of the century the practice received some 
scientific recognition as a result of the activity of James Braid, who was 
responsible to some extent for the gradual acceptance of the term hypno- 
tism in place of the discredited idea of mesmerism. He also drove home 
the notion that no mysterious forces were involved. However, medical in- 
terest in the practice waned for several decades, until about 1880, when 
controversy began to rage once more. 

This controversy concerned the nature of hypnosis. Charcot of Paris 
insisted there was a close relationship between hysteria and hypnosis, while 
Bernheim of Nancy argued for the absence of such a necessary relationship. 
For Charcot only the hysterically predisposed could be hypnotized, while 
Bernheim maintained that normal people as well as hysterics could be hyp- 
notized. In fact, Bernheim wrote a book on the subject of hypnosis which 
Freud translated. This early interest in hypnosis undoubtedly paved the 
way for Freud’s subsequent interest in more intensive study of functional 
disorders. His later practice of having the psychoanalytic patient stretched 
out on a couch might well be regarded as a retention of one phase of the 
earlier hypnotic procedure. But this constitutes a slight digression. It is 
more to the point to add that, with respect to the Paris-Nancy controversy, 
the scientific world finally sided with Bernheim’s interpretation, rejecting 
that of Charcot.? 

Experimental psychologists neglected hypnosis until about 1920. Since 
then there has been active, if sporadic, interest in the subject and many 
studies have been published. These studies differ from the earlier ones, 
conducted by medical men for the most part, in being more rigorously 
controlled and less the product of incidental clinical observations. 

Induction of Hypnosis. There is no single technique for inducing hyp- 
nosis. Experienced investigators tend to develop their own favorite pro- 
cedures. Some employ apparatus of a simple sort to augment verbal sug- 
gestion, while others dispense with gadgets of any kind. The purpose of the 
hypnotist’s preliminary efforts is to initiate what may, somewhat paradoxi- 


* Freud discusses this controversy in his preface to the translation of Bernheim's 
volume. This preface is now available in English. See Freud, S., “ Hypnotism and sug- 
gestion," in Collected Papers (James Strachey, ed.). London, The Hogarth Press, 1950, 
Vol. V, pp. 11-24. Incidentally, the editor of this preface calls attention to the fact 
that this preface to Bernheim's book may be Freud's ^ earliest published writing in the 
field of psychology." 

3 See especially Hull, C. L., Hypnosis and Suggestibility. New York, Appleton- 
Century-Crofts, 1933, p. 416. 
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cally, be described as a condition of relaxed concentration. He tries to in- 
duce his subject to rivet attention on one theme, while the body as a whole 
becomes more and more relaxed. From this viewpoint the hypnotic state is 
comparable to what takes place when an exhausted but conscientious nurse 
snatches forty winks. Her attention is set to respond to her patient’s slight- 
est sign of distress, but other noises leave her undisturbed. This kind of 
sleep is not “ normal” sleep. Of course, the analogy with hypnotic sleep is 
far from perfect. By hypothesis the nurse is tired and needs sleep. The 
hypnotic subject is not in need of sleep, and may in fact be extremely well 
rested. But the analogy helps to clarify the role of attention in both kinds 
of behavior. The nurse is attentive to what the patient may require, and 
the hypnotic subject is attentive to what the hypnotist may suggest. 

Some hypnotists have the subject fixate his gaze on a bright object, 
placed in such a way as to involve a slight ocular strain. They then predict 
the gradual onset of feelings of fatigue and increasing difficulty in main- 
taining the rigid focus of the eyes. Some operators do not bother with 
this visual fixation technique at all, and proceed at once with appropriate 
suggestions for directing the thought and expectation of the subject. Braid 
eventually used this, abandoning all apparatus aids. Bernheim also urged 
the use of this method of direct suggestion. Usually, the subject is prepared 
for what is to take place by being quietly informed that hypnosis is not 
actually a sleep — although the word sleep will often be used for conven- 
ience — that it is a comfortable state of complete relaxation in which the 
subject will readily and willingly cooperate in every way with the operator, 
that he will do whatever the operator tells him to do, that under no circum- 
stances will the operator order him to do anything which will be injurious, 
and that he will subsequently awake not only none the worse for the experi- 
ence but perhaps even feeling refreshed, energetic, masterful, and self- 
confident. 

These instructions are repeated if necessary to reinforce the attitudes 
of expectancy and cooperation. If the subject has never before been hypno- 
tized, it is sometimes deemed advisable to explain that the first attempt 
often does not result in more than a period of relaxation, and that many 
trials may be required before deeper levels of hypnosis can be experienced. 

The subject is told to lie down on a couch, or to relax in a comfortable 
chair, and to stare at some designated spot or to look straight at the opera- 
tor. Over and over again the latter reminds him to relax completely, to 
think of nothing but what the operator is saying and of the sleeplike con- 
dition which is coming on, that gradually this will come, that his eyelids 
will begin to feel heavy, and that as they do so he is to let them fall. As the 
hypnotist indulges in this monotonously but confidently uttered patter he 
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watches the subject to note changes in behavior. Contrary to popular be- 
lief, the hypnotist does not have to concentrate on what he is saying. 
Experienced operators may keep up the patter mechanically while thinking 
of other matters. There is no mysterious “ will power " brought into play. 
Provided the subject carries out the suggestions, hypnosis supervenes, 
otherwise the attempt has to be abandoned. 

The time necessary for inducing hypnosis varies greatly. Some sub- 
jects are more responsive than others, naturally or because of practice. In 
some it may require much time and skill to overcome a lingering reluctance 
to be hypnotized, to “let go.” Ordinarily it is accomplished in a few min- 
utes, from one to perhaps fifteen, although as much as an hour has been 
necessary in some cases.* 

This procedure for hypnotization by verbal instruction has even been 
reduced to phonographic presentation with satisfactory results.’ Obviously, 
such a procedure makes possible exact reproduction of instructions for the 
repetition of experiments and eliminates many variables due to person- 
ality differences. This may be important in some experimental situations. 

Recognition of Hypnotic State. It is not always easy to determine 
whether hypnosis has been induced. With some subjects there is a charac- 
teristic flutter of the eyelids just prior to hypnotization. With others there 
is no such outward sign, and the eyelids simply fall slowly, as if the subject 
were resting his eyes. To determine the effect of his efforts the operator 
may then resort to various tests of suggestibility. He may, for example, 
tell the subject that the eyelids are glued together and cannot be opened 
no matter how hard the subject tries to do so. If a minimal level of hypnosis 
has been induced, the subject will struggle in vain to raise his eyelids. In 
addition, one may try other suggestions, such as difficulty in bending the 
arm, turning the head, or any other simple bodily adjustment. 

Provided suggestions like these are carried out, the operator may then 
tell the subject to open his eyes but “ to remain asleep otherwise.” If suc- 
cessfully executed, the subject actually looks and acts very much like one 
walking in sleep. The face is flat and expressionless or perhaps a little 
tense, the eyes stare in an expressionless manner, movements are usually 
made slowly and with a somewhat still precision. Many alterations of this 
general appearance occur in response to suggestions made during hyp- 


* See footnote on page 283 for discussion of Esdaile's views on this point. 

5 Estabrooks, G. H., “A standardized hypnotic technique dictated to a victrola 
record," Amer. J. Psychol., 1930, 42, 115-116; McNeil, E. B., and Sparer, P., “ The 
use of phonograph records for the induction of hypnosis," J. abnorm. soc. Psychol., 
1948, 43, 546-547. Phonographic presentations for experimentation with waking sug- 
WR have also been used. See Hull, C. L., Hypnosis and Suggestibility, pp. 49 
and 296. 
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nosis. As a consequence of such suggestions, the face may express profound 
emotion and the subject be made to move quite rapidly, even with agility. 
An additional means of determining the hypnotic status of the subject in- 
volves the attempt to produce what many regard as genuine hallucinations 
or illusions. This calls for the employment of both positive and negative 
suggestions. 

Positive and Negative Suggestions. In a positive suggestion, the sub- 
ject is told that he senses something which is not actually present. He is 
told, for example, that he sees a bird flying about the room, or that he hears 
music, or that he is touching soft velvet, or that he has a stomach-ache. 
The hypnotized subject then behaves as though he were actually perceiving 
the object, or undergoing the experience mentioned by the operator. Star- 
tling demonstrations of the influence of such positive suggestions can read- 
ily be made. A subject is told emphatically that a certain receptacle before 
him contains sugar. The sweetness is stressed and he is urged to taste some. 
Actually the receptacle contains salt, but a “ good” hypnotic subject be- 
haves as if it were sugar. On occasion, another subject may register per- 
plexity and say, “ while it may be sugar, it seems to taste more like salt." 
In the latter case, there is apparently a partial fusion of the hallucinated 
sweetness and the salty sensation. 

"Thus a positive suggestion results in the hallucinatory perception of a 
nonexistent state of affairs. As opposed to this, a negative suggestion results 
in the failure to perceive what the non-hypnotized person observes with- 
out difficulty. For example, a subject may be told that a certain man seated 
in a chair directly in front of him will fade out and disappear entirely. 
This is said firmly and confidently and, with suitable subjects, one notes 
behavior compatible with the perception of an empty chair. When urged to 
do so the subject will seat himself in the “empty” chair and seem to be 
oblivious of the fact that he is sitting on a man's lap. Retrospective descrip- 
tions given by subjects after waking are to the effect that they actually wit- 
nessed the man's disappearance. 

It seems probable that the process by which this is brought about is 
much the same as that which produced the quality sweet when the subject 
was actually stimulated by salt. The very directions given concerning the 
disappearance imply of course the gradual substitution in the mind of the 
subject of a vivid visual image of an empty chair. 

Both the negative and positive hallucinations produced during hypnosis 
seem to have much in common with eidetic imagery. In an unpublished 


£ For other aspects of this problem of hypnotically induced modifications of the 
visual field, see: Pattie, F. A., “ A report of attempts to produce uniocular blindness by 
hypnotic suggestion," Brit. J. med. Psychol., 1935, 15, 230-241. 
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investigation, the author succeeded in producing such imagery in a sub- 
ject who was not at all eidetic in the waking state. The chief difference 
between ordinary eidetic phenomena and these related hypnotic phe- 
nomena is the changed sense of reality. The eidetic subject recognizes the 
imaginal nature of his projections, but the hypnotic subject acts as though 
such recognition were not taking place. 

Hypnotic Delusions. States of mind or processes ordinarily classed as 
delusions are also produced in the hypnotic state. A subject may be told 
that he is Napoleon, and he will proceed at once to strut about and behave 
in what might be called a Napoleonic manner. Or he may be told that he 
has just received a legacy of a million dollars, almost anything, in fact, and 
he will manifest all the usual behavior appropriate to belief in such ideas. 
Hypnosis thus seems to facilitate role-playing behavior. This is of particular 
importance for an understanding of multiple personality. Accordingly, we 
shall postpone a further discussion of this issue until the problem of mul- 
tiple personality is taken up in a later chapter.’ 


SPECIFIC HYPNOTIC PHENOMENA 


The preceding section served to supply a general introduction to the 
subject of hypnotism. To obtain a better grasp of the subject it will now be 
advisable to take up less general issues by examining the ways in which 
hypnotic suggestions have been known to modify specific sensory, motor, 
memory, and other functions. 

Hypnotic Anesthesia. It was early discovered that anesthesia could be 
so well established through suggestion in hypnosis as to make possible the 
performance of even major operations without pain to the subject. The 
development of chemical anesthesia checked this type of experimentation; 
but reports continue to appear from time to time of minor operations, 
such as tooth extraction, in which hypnotic anesthesia has been success- 
fully used. While the factual nature of these reports is not to be seriously 
questioned, the serviceability of hypnosis in surgery is open to several rather 
obvious objections. The time necessary for so complete a hypnosis and the 
increased difficulty of producing hypnosis at all in a patient excited by the 
prospect of an operation, are probably sufficient reasons for its rejection 

* See pp. 281-301. 

5 Strictly spcaking, anesthesia means absence of tactual sensitivity, but in popular 
usage it has come to mean absence of pain sensitivity. The technical word for the ab- 
sence of sensitivity to pain is analgesia. However, the popular usage of the word anes- 


thesia is so well entrenched that it would be pedantic to refuse to employ it as a con- 
venient synonym for analgesia. 
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for any but the most exceptional cases. Furthermore, there is ample evi- 
dence that the severe nervous stimulation incident to the operation may 
awaken the patient in spite of the operator’s skill. Should this happen with 
a patient in the middle of a major operation, it might be rather difficult 
to calm him sufficiently to make rehypnotization possible. 

In the ordinary demonstrations of hypnosis, it is customary to tell the 
subject that he no longer feels any sensation from his arm, for example; 
and, after the suggestion is well established, to prick the arm gently with 
a pin. In a thoroughly successful demonstration the subject does not mani- 
fest the usual reactions characteristic of pain sensations. Naturally this has 
raised many questions, and it presents a fairly open road to direct experi- 
mental investigation. While the results in the investigations that have been 
made are not in perfect agreement, they do nevertheless on the whole 
support the older notions of hypnotic anesthesia. The normal facial flinch 
to a sharp pin prick does not appear, and the respiratory changes usually 
accompanying it are absent. The galvanic skin reaction is reduced. There 
appears to be also an absence of the usual awareness of fatigue; and 
marked reductions have also been demonstrated in the reactions to loud 
sound stimuli. If all of these changes could be produced in the waking 
state by voluntary inhibition, grave doubt would be thrown upon the 
genuineness of these alleged demonstrations of hypnotic anesthesia; but 
most indications disprove the possibility of such voluntary inhibition.’ 
Nevertheless, the work of Pattie ° with the “ Japanese illusion " shows the 
need for careful interpretation of the hypnotic subject’s reports. This illu- 
sion renders it difficult for the normal subject to localize tactual stimuli 
applied to the fingers. Under hypnosis Pattie found that his subjects re- 
ported “ incorrectly " when they were unable to localize the suggested an- 
esthetic area. 

Rapport as Sensory Restriction. Rapport, which was once thought to 
be of great importance as an indication of the presence of the hypnotic 
state, is now looked upon as but a phase of the sensory alterations possible 
in hypnosis. Originally the term referred to an assumed peculiar relation- 
ship between the hypnotized subject and the hypnotizer. The subject was 
supposed to be exclusively responsive to the hypnotizer, and only to him. 
Experimental studies have, however, brought about a change in the con- 


® Dynes, J. B., “ An experimental study in hypnotic anesthesia,” J. abnorm. soc. 
Psychol., 1932, 27, 79-88; Hull, C. L., Hypnosis and Suggestibility, pp. 250-267; 
Sears, R. B., “ An experimental study of hypnotic anesthesia,” J. exper. Psychol., 1932, 
15, 1-22; Young, P. C., “ An experimental study of mental and physical functions in 
the normal and hypnotic states,” Amer. J. Psychol., 1925, 36, 214-232. 

10 Pattie, F. A., “ The genuineness of hypnotically produced anesthesia of the skin,” 


Amer. J. Psychol., 1937, 49; 435-443- 
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cept of rapport. It now seems quite clear that rapport is but a form of 
sensory restriction, the subject being limited in his sensory responses to 
those aroused by the hypnotizer. It is also known that rapport can be af- 
fected by previously established attitudes or beliefs. 

Hypnotic Hyperesthesia. Hypnotically produced hyperesthesia has long 

. been a topic of interest. Subjects are said to avoid objects when blind- 
folded, or to be able to select a designated card mixed in with other cards 
placed face down on a table. That such performances occur need not be 
questioned, but that they are genuinely cases of hyperesthesia is open to 
serious doubt. Individuals actually blind do the same thing without any 
evidence of hyperesthesia. They do so by means of cutaneous and auditory 
cues which the sighted person does not notice. These little sensory cues 
can at any time be readily discovered by any sighted person if he were to 
force himself to wear a blindfold for several days. In general, it can be said 
that experimental evidence shows that there are no powers of sensation or 
perception in the hypnotic state which cannot be duplicated by control 
subjects in the normal or waking state.** 

Alterations of Motor Functioning. The possibility of certain abnormal, 
or at least unusual, forms of motor functioning has already been briefly 
mentioned in the description of the method for the induction of hypnosis. 
Such continued contractions of the muscles make possible the demonstra- 
tions of cataleptic rigidity so often used by stage hypnotists to impress the 
audience. The procedure is merely that of telling the hypnotized subject 
that the muscles of his neck are stiff and that his entire body is perfectly 
rigid. Usually the suggestion is assisted by touching the parts mentioned, 
and the observer will see the limbs stiffen. Then the subject is quite dra- 
matically laid out with the head on one chair and heels on another. Some- 
times a weight is placed on the body as proof of its unusual condition. 
Nothing superhuman, of course, is achieved, although it does not require 
much trickery to mislead an audience into going home with the most ex- 
aggerated tales of what actually took place. 

Laboratory experiments with these phenomena have produced some- 


11 A change which is not limited to the laboratory type of experimentation. The 
psychoanalysts by their methods have come to the same conclusion. See Schilder, P 
and Kauders, O., “ Hypnosis," Nery. and ment. Dis. Monogr. Series, No. 46, 1927. 

?* Hull, C. L., Hypnosis and Suggestibility, pp. 267-270. Young, P. C., “ The 
nature of hypnosis: as indicated by the presence or absence of post-hypnotic amnesia and 
rapport," J. abnorm. soc. Psychol., 1928, 22, 372-383. 

18 Stratton, G. M., “The control of another person by obscure signs,” Psychol. 
Rev., 1921, 28, 301-314; Young, P. C., “ An experimental study of mental and physi- 
cal functions in the normal and hypnotic states," Amer. J. Psychol., 1925, 36, 214-232; 
“An experimental study of mental and physical functions in the normal and hypnotic 
states: additional results,” Amer. J. Psychol., 1926, 37, 345-356. : 
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what conflicting results. Hull, after reviewing them, comes to the conclu- 
sion that the hypnotic state does not produce a supernormal muscular 
power; but he also believes that the heightened suggestibility of the hyp- 
notic trance state renders maximum muscular output easier than in the 
ordinary waking state.** The results are comparable to what the normal 
person might do under exceptional stress or in a crisis. 


Ficure 15. Catalepsy in Hypnosis, demonstrated by the Danish hyp- 
notist Dr. Hansen. (Courtesy of the New York Academy of Medicine 
Library.) 


Control of Autonomic Functions. In dealing with hypnotized subjects 
it is not uncommon for the investigator to ask himself whether the ob- 
served phenomena are really different from those which an actor might 
portray on the stage if he were merely playing the role of a hypnotized 
subject. After all, it is possible to act as if an occupied chair were empty, 
or as if a leg were paralyzed, or as if the jab of a pin were painless. All such 
routine hypnotic phenomena involve the striped musculature, and conse- 
quently are rather readily controlled. But what about hypnotic control of 
unstriped muscle tissue, of glandular action and other autonomic func- 
tions? Can these be influenced by suggestion? These are crucial questions 
for the student of hypnotism. Should they be answered in the negative, 


14 Hull, C. L., Hypnosis and Suggestibility, New York, Appleton-Century-Crofts, 
1933, ch. IX. 
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the presumption of an essential difference between the hypnotized and 
the non-hypnotized subject would be harder to justify. 

Before introducing some of the relevant experimental evidence it might 

_ be helpful to note the bearing of this general problem on one aspect of the 
James-Lange theory of emotion. In the days of William James an effort 
was sometimes made to get data in support of his theory by asking actors 
whether they really felt angry or afraid when registering such emotions on 
the stage. Here, too, there was the presumption that without visceral com- 
motion there would be no genuine affective experience. The actor might 
act as if he were in terror by suitable cringing and trembling movements, 
and the audience would thus perceive the emotional attitude being por- 
trayed. But unless his heart action were modified and the blood vessels 
subjected to drastic shifts in volume and pressure, the actor himself would 
not be terrorized. Cringing comes under voluntary control, but not the 
pallor of fear. As applied to hypnosis this issue can now be seen to be the 
equivalent of the question whether a hypnotized actor could register fear 
more completely by having the autonomic concomitants of fear aroused. 
If so, then the hypnotized actor would not only be acting like a terrorized 
man, but he would actually be a terrorized man. 

In the ordinary hypnotic demonstration the operator may suggest to the 
subject that the room is getting colder and colder. If the subject “ accepts ” 
the suggestion, he might start shivering, turn his collar up, blow on his 
hands, and act as if he were being exposed to an icy setting. But the cru- 
cial question can now be understood as having to do with the difference 
between acting and being. The "acceptance" of an hypnotic suggestion 
may mean believing what is suggested with such conviction that from the 
subject's point of view no histrionic factors are involved. In general, there 
is sound evidence to show that both kinds o£ “ acceptance” take place in 
hypnotic experiments. 

While the hypnotic suggestion of coldness in the manner just de- 
scribed has often been introduced as an incidental part of a demonstra- 
tion, it has not been put to any kind of controlled study. The hypnotic 
suggestion of heat, however, has been more carefully studied. The “ objec- 
tive” evidence for the reality of experienced heat consists in the appear- 
ance of a blister on a given skin area. The experimenter tells the subject, 
whose eyes are closed, that red hot metal will be brought into contact with 
the back of the subject's right hand. When the hand is touched with a 
pencil, let us say, the subject may wince and yell as if in pain. Touching 
the other hand with the same pencil fails to produce this kind of reaction. 
The subject is now told that the “ burnt” spot will blister in the course 
of some hours. Blister formation is brought about by changes in the cir- 


—— 
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culation of the blood, so that this kind of hypnotic experiment has to do 
with an autonomic function. There are more than ten reports of this sort 
of experiment. In a careful review of these cases Pattie,” who is a very 
cautious and critical investigator, concluded that in at least a few of them 
there can be no question of the accuracy of the published result. In other 
words, it is possible for some hypnotic subjects to “accept” the suggestion 
of a burn so vividly and completely that the autonomic changes ordinarily 
accompanying and following such injury are activated. Traditional reports 
of the stigmata of crucifixion exhibited by some medieval ascetics might 
be viewed in the light of these hypnotic demonstrations of the effect of 
belief on autonomic functions. 

In the rather voluminous literature pertaining to this phase of experi- 
mental work there are numerous but scattered references to various au- 
tonomic functions. Many of these were reported in German medical jour- 
nals between the years 1910 and 1930 and are no longer easily accessible. 
Frostig summarized some of the more striking reports in a paper published 
in 1932, and by introducing a few excerpts from this article it is possible 
to give the modern student a general idea of this now somewhat neglected 
area of hypnotic research. Among the more interesting findings cited by 


Frostig are the following: +° 


(1) Heyer suggested to his hypnotized subjects that they had consumed 
“ imaginary " breakfasts. From five to ten minutes later the gastric contents 
were withdrawn and analyzed. The results showed changes in the chemistry of 
the digestive juices depending upon the menu suggested. A carbohydrate like 
bread as compared with a protein like meat gave rise to appropriate and differ- 
ing gastric secretions even though bread and meat were merely suggested. For 
purposes of control the experiment might have been improved by making the 
same suggestions to these subjects in the waking state. 

(2) Another investigator, H. Marx, studied the effect of suggested water 
consumption on renal activity. After total abstention from drinking for a twelve- 
hour period, the hypnotized subject was told that he had just swallowed a good 
deal of water. Measurement of subsequent urinary output in terms of amount 
and specific gravity as compared with early morning output appeared to con- 
firm the existence of a positive influence of the suggestion on autonomic regu- 
lation of water metabolism. 

(3) Langheinrich demonstrated a relationship between gallbladder secrc- 
tion and the hypnotically induced suggestion of having caten fatty foods. 


15 Pattie, F. A., “ The production of blisters by hypnotic suggestion: a review,” 


]. abnorm. soc. Psychol., 1941, 36, 62-72. 
16 Frostig, J., “ Versuch einer Pharmakotherapie psychovegetativer Symptome im 
Wege ciner Umschaltungssperre,” Zeitschrift f. die gesamte Neurologie und Psychiatrie, 
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Results such as these, if accepted at face value, are hard to reconcile 
with the view of hypnosis as merely cleverly executed role-playing. It 
would be desirable to have some of these experiments repeated under 
more up-to-date experimental safeguards. Pending such repetition, how- 
ever, they may be interpreted as pointing to the likelihood that autonomic 
functions can be modified by hypnotic suggestion. In terms of everyday 
observation this is by no means a very daring hypothesis. False news can 
be just as exciting as honest news, provided its falsity is not known. The 
excitement of the public following the premature announcement of the 
cessation of hostilities in World War I is a stock example of this. An- 
other example is that of those blindfolded victims of fraternity initiations 
who suffer violent digestive upsets when, after having been forced to swal- 
low a string of cold spaghetti, they are then told that they have just 
swallowed a live worm. In such cases the suggestion is accepted as true, 
and this results in the conviction of reality with consequent visceral up- 
heaval congruent with the conviction in question. Hypnosis seems to fa- 
cilitate the uncritical acceptance of such suggested beliefs, but as these 
examples show, the same kinds of effect can be produced in the waking 
state under conditions favorable for arousing conviction of the truth of 
what is suggested. Even in the absence of such conviction autonomic 
functions may be aroused, as demonstrated by the readiness with which 
exciting novels can induce blood pressure changes in the reader. 

Hypnosis and Memory. Apparently every known form of memory ab- 
normality may be artificially produced in hypnosis. Following deep hyp- 
nosis there is usually fairly complete amnesia for hypnotic experiences. 
However, the latter can as a rule be recalled in another hypnotic state. 
This indicates the existence of some relationship between successive hyp- 
notic states in the same person, or it may be an indication of the hyperm- 
nesia common to other states of abstraction. There are many reports of 
the recall in hypnosis of events which the subject could not voluntarily 
recall in his normal waking state. It has been possible, for example, to get 
hypnotized patients to recall incidental details of dreams or of pictures 
which they were unable to remember when wide awake. 

Experimental studies on the voluntary recall of meaningful material 
learned long before have shown that much more can be recalled in the 
trance than in the normal state, Why this should be so is not yet clearly 
understood. Freedom from distracting influences because of the restricted 
attention span has been suggested as a factor which might make for such 
improvement. Another speculative proposal is to the effect that the hyp- 
notic state itself involves a heightened activation of certain cortical areas. 
But the experimental studies have also shown that there is little if any 
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improvement in the hypnotic recall of very recently learned material, Ob- 
viously still more experimentation is needed. 

Amnesias of the dissociative variety are also readily demonstrable. One 
psychologist was once present when a hypnotized subject was told that 
the vowels of the alphabet no longer existed, and that he had totally for- 
gotten them. The subject was then told to go to the blackboard and write 
his name and the alphabet. He did so with great facility, but every vowel 
was omitted, 

Post-hypnotic Suggestions. Perhaps the most impressive of all the mem- 
ory effects produced through hypnosis are those classed as post-hypnotic, 
because the suggestion is not carried out until after the subject has been 
aroused from the trance. For example, he may be told in the hypnotic 
state that some time afterward when he hears the operator cough, he will 
go across the room and open an umbrella which stands in the corner, 
Upon being awakened, the subject appears to be perfectly normal. After 
a time, the operator, in conversation with an associate, indulges in a mo- 
mentary cough and resumes his chat. Upon hearing the cough the subject 
promptly carries out the directed act. If asked why he did it, he is likely to 
appear a little embarrassed and proceed to explain that he “just wanted 
to, that was all,” or something equally insignificant. 

The memory of the waking state may be assisted by a post-hypnotic 
suggestion. During hypnosis the subject may be told that he will, after 
waking, readily recall some item which he has hitherto been unable to 
recall except in hypnosis. The suggested effect will follow. By this means the 
careful and conscientious operator always sees to it that his experimental 
subject secures a complete memory for all that took place during the hyp- 
notic state. Many hypnotic phenomena previously described may also be 
induced post-hypnotically. During hypnosis the subject may be assured 
that one finger will be numb the following day or that he will be unable 
to bend his left wrist. He is then awakened. The following day, if the sug- 
gestion is carried out, he may complain of a numb finger and a paralyzed 
wrist without appreciating the hypnotic origin of his symptoms. 

The experimental attack on post-hypnotic effects has been made al- 
most entirely through the retention of learned reactions. These indicate 
quite clearly that while there may be no voluntary recall, or very nearly 
none, of material learned in the trance state, the practice effects from that 
learning are not obliterated. Despite amnesia for the events of the trance 


17 Huse, B., “Does the hypnotic trance favor the recall of faint memories? " 
J. exp. Psychol., 1930, 13, 519-529; Stalnaker, J. M., and Riddle, E. E., “ The effect 
of hypnosis on long delayed recall,” J. gen. Psychol., 1932, 6, 429-440; Young, P. C. 
“ An experimental study of mental and physical functions in the normal and hypnotic 
States: additional results," Amer. J. Psychol., 1926, 37, 345-356. 
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period, a conditioned reaction established in the trance will continue to 
function after the subject is awake. 

In studying post-hypnotic suggestibility investigators have reported con- 
siderable individual variation among different subjects. Informed experi- 
menters do not expect stereotyped uniformity in the execution of such 
suggestions. Not all subjects will obey the request not to remember what 
transpired during hypnosis. In fact, as P. C. Young once pointed out, to 
a large extent the subject’s own notions of the nature of hypnotic phe- 
nomena may have a bearing on his reactions to the hypnotist’s suggestions. 

Lundholm’s report on the behavior of subjects rendered anesthetic to 
a click by hypnotic suggestion may serve to clarify Young’s observation. 
According to Lundholm, his subjects could not be conditioned to the click 
in the post-hypnotic state, presumably because of the post-hypnotic anes- 
thesia. But he found reason to believe that the failure was due not so much 
to an anesthesia as to an established tendency to behave as if there were 
no click. 


SOME UNSETTLED ISSUES 


There are some questions regarding the nature and characteristics of 
hypnosis which, although formulated decades ago, continue to be answered 
in various ways by different psychologists. Because of this they may be said 
to refer to unsettled issues. Most of them are due to the fact that we are 
still uncertain of the actual psychophysiology of hypnosis. The meaning of 
this will become clearer as some of these issues are being considered. 

Stages of Hypnosis. Among the more persistent of these issues is the 
one dealing with so-called stages of hypnosis. Just as people refer to dif- 
ferences in depth of sleep, so hypnotists often refer to lighter and deeper 
stages of hypnosis. Their descriptions show that every hypnotized indi- 
vidual does not act like every other, and that the same individual may not 
always manifest the same characteristics when hypnotized. Some of these 
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differences may be attributed to different expectations of the subjects. In 
addition, the procedure used in the induction of the hypnosis may, to some 
extent, govern the characteristics of a given hypnotic state. Mesmer’s sub- 
jects ordinarily fell into a state characterized by much muscular tension 
and movement, while the subjects of a later experimenter, Faria, usually 
fell into a sleeplike condition. Sometimes the subject seems to be little 
more than barely hypnotized, and the operator is unable to produce more 
than a few very simple phenomena of motor disturbance. At another time 
the same subject will be found in a highly responsive state, one in which 
all the phenomena of hypnosis can be demonstrated. Such differences are 
traditionally regarded as products of different levels or stages of hypnosis. 

In general, this concept of stages implies that suggestibility increases 
with “depth” of hypnosis. Another criterion is that of amnesia: recall of 
trance events in the waking state indicates less “ depth ” than post-hypnotic 
amnesia for such events. 

An excellent summary of conventional scales for rating hypnotic levels 
is supplied by LeCron and Bordeaux? They have suggested a numerical 
scoring system by means of which depth of hypnosis is rated on a scale 
ranging from o to 100, with the most extreme or deepest levels rated 100. 
Such a scale aids in systematizing observations, but it does not contribute 
to an understanding of the factors responsible for fluctuations in what is 
being observed. How to control this matter of depth and how to explain 
it are still unanswered questions. 

Normal Sleep vs. Hypnosis. Etymologically the word hypnosis means 
sleep, and in numerous respects many of the phenomena associated with 
hypnosis do not seem very different from the characteristics of ordinary 
sleep. Yet these resemblances may be misleading. At all events, through the 
years there have been continuing debates on the subject of physiological 
differences between normal sleep and the hypnotic trance. 

It will be instructive to sketch a few of these debatable issues. At one 
time, Charcot believed he had discovered certain characteristic altera- 
tions in the reflexes, while Bernheim contended that Charcot's altered re- 
flexes were products of suggestion, and that hypnotism was but an artifi- 
cially induced sleep. In so far as plethysmographic studies are of value in 
the controversy, they do not support the sleep theory. Walden * showed 
very clearly that upon going into hypnosis there is at first a constriction of 
the arm, followed by some dilation, after which there is a gradually in- 
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creasing constriction throughout the period of hypnosis. His subjects were 
hypnotized for three hours or more. When suggestions were given during 
the hypnotic state, there was a sudden sharp constriction of the arm, fol- 
lowed by a dilation immediately succeeding the suggestion. Then the 
blood volume reverted to the constricted level. Again, when the subject was 
told to awake, there was the same sudden brief constriction, after which 
there was a rapid fall to the waking level. Very similar results were later 
obtained by Talbert, Ready, and Kuhlman.*! All this is strikingly different 
from the well-known dilatation of the arm in normal sleep. 

Other physiological studies have not revealed such consistent differ- 
ences. For example, Estabrooks found a very significant rise in electrical 
skin resistance in hypnosis; but another investigator, Levine, was unable 
to confirm this finding. The problem is further complicated by uncertainty 
concerning the behavior of skin resistance in normal sleep. Studies of blood 
pressure, pulse, breathing, and basal metabolism have also failed to yield 
characteristically different patterns for normal sleep on the one hand, and 
the hypnotic trance on the other. However, this is not too astonishing, for 
it is well established that sleep, physiologically considered, is complex and 
variable. The various states commonly designated as sleep are not neces- 
sarily alike. Perhaps there are many patterns of functional change classed 
as sleep; and the same may be true of hypnosis. Kantor and Davis have 
given this view some support by their finding that there is a significant 
difference between the skin resistance in a passive hypnotic state and that 
which prevails in an active hypnosis. And they further found that the be- 
havior of skin resistance in active hypnosis is more like that which prevails 
in the normal waking state than is the skin resistance in the passive or 
so-called lethargic state of hypnosis. The latter is more like what probably 
characterizes most forms of normal sleep. Finally, mention might be made 
of Bass’ study of the knee jerk.** He discovered that this well-known reflex 
is not absent in hypnosis as it is in normal sleep. 

The general drift of these physiological studies justifies a conclusion 
to the effect that sleep and hypnosis have less in common than hypnosis 
and the waking state. But this does not establish the identity of either. 

Who Can Be Hypnotized? This is a question which has long been a 
storm center in discussions of hypnosis, as we already mentioned in con- 
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nection with the Charcot-Bernheim controversy. Janet once maintained 
that if a person can be hypnotized, then that person has an hysterical pre- 
disposition. As opposed to this, Bernheim, Forel, and Bramwell, all of them 
experienced hypnotists, argued that any normal person may be hypnotized. 
Nevertheless, a few qualifications should govern this now prevalent teach- 
ing. For instance, it is quite generally recognized that a certain degree of 
maturity is necessary. Small children can be hypnotized only with great 
difficulty, if at all. The same may be said of psychotic patients and of 
fcebleminded subjects, or of any persons incapable of understanding and 
following instructions. There is no known sex difference with respect to 
hypnotizability. However, for reasons not yet completely understood, some 
people are more readily hypnotizable than others, and sometimes a given 
hypnotist succeeds where another one fails, even though they seem to be 
employing an essentially similar technique. Evidently the issues go beyond 
the mere mechanics of inducing hypnosis and involve subtle questions of 
individual differences in social attitudes toward hypnosis and those who 
act as hypnotists.?? 

Hypnotism and Crime. Is it possible to hypnotize a person without his 
consent? This question is often raised and in most cases, especially when 
time is short, the informed psychologist will answer it in the negative. In 
general, this is a correct answer, but it ought to be qualified in the interest 
of complete accuracy. Any person resolutely opposed to being hypnotized 
will have no trouble remaining unhypnotized, provided he refuses to com- 
ply with any suggestion made by the would-be hypnotist. Without co- 
operation there can be no hypnosis. It is possible, however, for an unsus- 
pecting, somewhat naive individual to be influenced by an operator who 
avoids all references to hypnosis and limits himself to talk about “ relaxa- 
tion” or “ passive exercise,’ thus securing enough compliance to induce 
hypnosis. 

Accordingly, for the sake of discussion it might be said that an un- 
scrupulous or designing Svengali could trick some superstitious or naive 
person into being hypnotized. Of course Svengali, by hypothesis, ought to 
be as smooth as a confidence man in order to gain his victim’s initial co- 
operation. Having done so and having induced a “ deep” level of hypno- 
sis, can he then afford to expose his vicious or criminal character by order- 
ing his presumably “ innocent” subject to execute vicious or criminal acts, 
or will his victim be shocked out of the trance state? This sort of question 
has been raised both inside and outside of psychological laboratories. In 
less flamboyant formulation, it is concerned with the degree to which the 
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hypnotic subject is capable of opposing uncongenial or morally reprehen- 
sible suggestions. In terms of legalistic formulation, it is concerned with 
the possibility of having the courts accept hypnotic helplessness as a legiti- 
mate plea in criminal cases by having the defendant maintain he was 
powerless to resist the nefarious suggestion of some hypnotist. 

Thirty years ago almost all discussions of this issue in the textbooks of 
the period reached the conclusion that criminal or anti-social behavior 
could not be a product of hypnotic suggestion. Most of them referred to 
published reports of French experiments in which a hypnotized woman 
could be induced to pretend to commit such “ crimes” as stabbing a man 
with a cardboard sword or fire a revolver containing blank cartridges, but 
who awoke when she was told to undress and take a bath. Her awakening 
was regarded as evidence of her effective protest against having to do that 
which she deemed a violation of her standards of decency. It was assumed 
that her willingness to stab and shoot was a consequence of her realization 
that no genuine crime was involved. On the basis of this kind of evidence 
most, but by no means all, of the older authorities seemed persuaded of 
the groundlessness of the fears of those who believed that otherwise law- 
abiding people could become the unwitting tools of criminal hypnotists. 

However, the whole issue has been made the subject of renewed con- 
troversy in recent years. In 1939, for example, Rowland ** published the 
results of an ingenious experiment, whose outcome apparently showed 
rather convincingly that, though seemingly horrified by what they were 
having to do, hypnotized college students could be compelled to carry out 
dangerous suggestions. In one series of experiments Rowland had them ap- 
proach a live rattlesnake, and in another he had them hurl a bottle of acid 
at a person’s face. In both series actual harm was avoided by having a sheet 
of invisible glass separating the subject from the snake in the one instance, 
and from the person in the other. Rowland’s control experiment, as well 
as the testimony of his subjects, seemed to justify his conclusion to the 
effect that his was a bona fide laboratory demonstration of the way in 
which hypnosis could be used for criminal purposes. On the other hand 
some critics, averse to endorsing this conclusion, have argued that no mat- 
ter how bona fide the demonstration seemed to be, it was impossible for 
Rowland to climinate the deep-seated attitude of trust students are pre- 
sumed to have for their professors. In other words, these critics argue that 
despite the shocked and horrified demeanor of the students, they must 
have realized it was just an experiment — that a professor would not de- 
liberately encourage dangerous or sadistic conduct. The fact remains, how- 
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ever, that Rowland’s unhypnotized control subjects balked at picking up 
the rattlesnake. 

In the same year in which Rowland published his results indicating 
the possible anti-social use of hypnosis, Erickson ** published a report of 
another series of experiments which failed to square with Rowland’s con- 
clusions. He employed more than fifty subjects and tried to induce them to 
indulge in such anti-social and unethical behavior as telling lies, slapping 
a person’s face, picking somebody’s pocket, violating a confidence, etc. Ac- 
cording to Erickson, none of his subjects carried out any of his “ criminal " 
suggestions in accordance with the instructions. Those who complied did 
so in a manner which made detection easy, Interestingly enough, one of 
his subjects who was accustomed to amuse his friends by the expert way 
in which he picked pockets could not be induced to pick pockets when 
hypnotized, He refused to carry out Erickson’s suggestion to do so, but in- 
stead assured the experimenter that he would be willing to show how well 
he could do it once the hypnotic part of the experiment was terminated, 
On the basis of this kind of evidence Erickson is quite confident of the 
relative impossibility of inducing hypnotized subjects to violate their cus- 
tomary ethical principles. 

Erickson’s confident conclusion has recently been challenged by Wat- 
kins,” who submits evidence to the effect that very suggestible subjects 
can be hypnotized “against their will,” that people can be forced to di- 
vulge information they would keep secret in the non-trance state, and that 
it may even be possible to get some people to commit murder as a result 
of hypnotic suggestion. By way of illustrating this sort of evidence it will 
suffice to summarize what Watkins presents with respect to the possibility 
of murder, 

Watkins hypnotized a soldier whose military record was excellent, and 
who “ was a most conscientious young man.” He then told him that upon 
opening his eyes he would see an enemy soldier in front of him with fixed 
bayonet and that it would be a matter of kill or be killed, and that “ you 
will have to strangle him with your bare hands.” Upon opening his eyes 
the subject crept forward very warily and then made a sudden assault on 
an officer standing in front of him. He began to strangle this officer and 
“it took the instantaneous assistance of three others to break the soldier's 
grip” and rescue the officer. In commenting on this episode Watkins 
notes “that the man did not violate his own conscience,” for he was at- 
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tacking an enemy soldier and not an American Army officer. Acting under 
this “induced hallucination” he was ready to strangle a man. Had he 
carried out the act, Watkins states, he would have been guilty of murder, 
according to prevalent teachings, if the experts informed “ the resulting 
court martial that ‘ people cannot be made to commit crimes under hyp- 
notic trance,’ ” 

Still other studies — both pro and con — might be introduced. It should 
be obvious by this time that this question of the possible anti-social use of 
hypnosis belongs to the unsettled issues. However, it may well be that in 
the long run the question will turn out to be more academic than one 
which has practical applications. As Estabrooks * has pointed out, hypno- 
tism in its modern setting has been fairly well known for eighty years, and 
yet in all these years “ we have few if any authentic cases of its use for 
criminal ends.” This does not clinch the matter decisively but it does sug- 
gest, as Estabrooks says, “ that its use for such purposes is neither easy nor 
obvious.” 

Concluding Comments. In the light of what has been said regarding 
hypnotic behavior it should be clear that it can be viewed as a product of 
relatively uncritical acceptance of the operator’s suggestions. "Traditionally, 
such uncritical acceptance of requests, proposals, instructions, and orders 
was made the hallmark of hypnosis, and the hypnotic trance was viewed 
as a condition of abnormal or extreme suggestibility. This failed to specify 
the determiners of individual differences in suggestibility, but it did serve 
to pave the way for the consideration of the role of prestige, authority and 
other belief-inducing factors in discussions of hypnotic theory. In this way 
hypnosis was taken out of an exclusively neuropathic setting, and brought 
into the realm of social psychology and the psychology of personality. 

Some writers perceived a relationship between hypnotic suggestibility 
and the uncritical readiness to believe exhibited by the emotionally ex- 
cited devotees of religious revivalists.** Others developed theories of sugges- 
tion in the light of psychoanalytic psychology.” Suggestibility as a person- 
ality trait began to be studied as a separate problem, and also as an aspect 
of the problem of hypnosis? Even the students of the psychology of ad- 
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vertising began to point out analogies between the adroit suggestions of 
the commercial advertiser and those of a shrewd hypnotist. In addition, 
there were writers who stressed the parallelism between hypnotic suggesti- 
bility and the gullibility of crowds swayed by the oratory of political and 
other propagandists. In all these ways the problems emerging from the 
early studies of men like Braid and Bernheim began to transcend the 
boundaries of abnormal psychology and impinged on many contiguous 
fields of psychology. 

Of course, all through the early decades of the present century interest 
in what might be called the physiology of hypnosis was maintained. There 
were students of the subject who saw a fruitful lead in the trance states of 
animals, some of them actually referring to animal hypnosis.‘ The means 
used to induce this condition in the hen and other animals is similar to 
some of the procedures employed in the induction of hypnosis in human 


Ficure 16. A “ hypnotized ” chicken. 
This drawing, made in 1646, is the 
first presentation of animal hypnosis. Figure 17. Tonic immobility ex- 
(Courtesy of The New York Academy — hibited by a goat. 

of Medicine Library.) 


beings. Prolonged ocular fixation by holding a shiny object in front of the 
hen’s eye will serve. So will slow vertical movements executed by having 
the hen seated on the experimenter’s hand which is then moved up and 
down in slow, rhythmic fashion. Incidentally, the duration of the induced 
immobility seems to vary inversely with the level of cerebral development 
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of given animal species. For example, in frogs it may last for several hours 
while the duration in the case of hens is reduced to about 30 minutes. 
About 6 minutes has been given as the duration for rabbits with that for 
dogs being less than a minute? However, tonic immobility is probably a 
more suitable designation for what is very likely only superficially akin to 
hypnosis. The goat in Figure 17 is seen in the harness employed for experi- 
ments in conditioning by Liddell and his associates in the study of experi- 
mental animal “neuroses.” In the present instance the goat had been 
exposed to a rigid time schedule in which 2 minutes separated the applica- 
tion of a mild electric shock to the animal's left forelimb. In other words, 
the animal was given a series of such shocks with the 2-minute interval 
serving as conditioned stimulus or signal. After 1,000 such signals spaced 
over many days by giving 20 each day the animal will exhibit the kind of 
tonic immobility shown in this figure even before the shock is administered. 
In fact, Liddell writes there was “ often rigidity of the forelimb as the ani- 
mal was being placed in the restraining harness and sometimes persisting 
until it limped out of the laboratory on the rigidly extended forelimb. The 
rigidity disappeared promptly when the goat entered the barnyard.” ** 
These animal trance states may be more like the paralysis of fear than the 
socially conditioned type of behavior elicited by the somewhat special kind 
of interpersonal relationship which prevails between hypnotist and hypnotic 
subject. In this sense hypnosis becomes more of a problem belonging to 
social psychology, as contrasted with physiological or animal psychology. 
But more will be said about this in Chapter 11, where the subject of hyp- 
nosis will be taken up again. 
82 See section on “ Animal Hypnosis” in the article on Comparative Psychology 
by Friedrich Hempelmann in Encyclopaedia Britannica, 14th ed., Vol. 18, 1929, pp. 
794-705. 
2 i [S additional details see Liddell, H., “ Some specific factors that modify toler- 
ance for environmental stress," ch. XII in Life Stress and Bodily Disease, Proc. Ass. Res. 


nerv. ment. Dis, Vol. XXIX, 1950, pp. 155-171. The particular experiment just re- 
ferred to is summarized in the last paragraph on p. 167. 


10. Psychoneurotic Disorders (I) 


Tur DISTURBANCES OF psychological functions like perceiving, thinking, 
talking, and dreaming have now been discussed. Consideration of these 
disorders of delimited aspects of mental life taken in the abstract was justi- 
fied in the interest of demonstrating the relationship between these func- 
tions as treated in textbooks of normal or general psychology, and the issues 
they present when viewed from the standpoint of abnormal psychology. 
However, the abstractions involved in this mode of presentation should 
not be overlooked. Disorders of memory or perception do not occur in a 
psychological vacuum. They happen to people, and consequently their 
implications for emotional security are momentous. This means that a 
certain degree of oversimplification and artificiality has characterized the 
accounts given in the preceding chapters. In this and the immediately fol- 
lowing chapters an effort will be made to compensate for these inadequa- 
cies of treatment by introducing a different perspective, which will require 
less attention to part-functions and more to the personality as whole, In- 
stead of asking what is wrong with a patient’s visual sensations or memory 
efficiency, this perspective requires one to ask what is wrong with his be- 
havior. In other words, the concern will be with disordered personalities 
and with the troubles of troubled individuals. Put more technically, the 
broader aspects of psychopathology will now be introduced. 

In these early chapters, devoted to psychopathology as such, trouble- 
some problems of nomenclature and classification of mental diseases will 
be glossed over to simplify the task of exposition. Some attention will be 
devoted to early and historically important views in order to give the stu- 
dent a broader background. Later, in Chapter 15, contemporary nomencla- 
ture and classification will be taken up for the benefit of those students 
interested in the clinical aspects of abnormal psychology. This later chapter 
will also serve as a review of many points taken up earlier. 


For the time being we shall merely note that psychopathology classifies 
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mental disorders into four broad groups with numerous subdivisions. The 
latter need not be considered at this point. The four groups, however, call 
for some preliminary discussion, in order that we may define the scope of 
the present chapter. 

Disorders of mental life serious enough to call for hospital care are 
known as psychoses. These are insanities like schizophrenia, already men- 
tioned on a previous page. Another group of disorders, also calling for in- 
stitutional care in many instances, has to do with feeblemindedness. A 
third group deals with cases of social inefficiency and inadequacy classified 
as character and behavior disorders. The foregoing three groups will be 
discussed in later chapters. In the present chapter as well as in Chapter 11, 
the fourth group, the psychoneurotic disorders, will be taken up in some 
detail, 

The Concept of Psychoneurosis. It will be recalled that the concept of 
psychoneurotic disturbance refers to relatively mild forms of mental dis- 
turbance. Not infrequently these are called cases of borderline abnormality. 
They are excellent examples of the notion of functional illness. Many of 
them also illustrate the much popularized concept of psychosomatic dis- 
orders. Of course, they are not as acutely abnormal as those grouped under 
the general heading of psychoses and popularly known as the insanities. 
The term psychoneurosis may not be entirely satisfactory, but it is the term 
generally used. In the earlier studies of psychopathology, when everything 
was supposed to have an organic cause, these disorders were called neu- 
roses. Then came a period when interest developed in psychogenic causa- 
tion, and the term psychoneurotic was coined for the abnormalities which 
were supposed to have a psychogenic origin, in contrast with the neuroses 
thought to be of purely physiogenic origin. Obviously such thinking as- 
sumed a dualism of mind and body. As monistic thinking came to take the 
place of the older dualism, and as knowledge developed concerning both 
the so-called neuroses and the so-called psychoneuroses, distinctions be- 
tween the two groups of abnormalities became less and less meaningful. 

Relatively few cases of psychoneurosis are sent to hospitals for the men- 
tally diseased. Consequently, all estimates of their frequency based upon 
hospital admissions are quite unreliable. Their actual occurrence in the 
population can scarcely even be guessed at, although every experienced ob- 
server believes that their frequency must be very high. Some forms are so 
common and so well known that they are popularly thought of as merely 
the more unusual occurrences in the daily life of presumably healthy peo- 
ple. Other forms are rare and known only to the specialist. 

In studying the various psychoneurotic syndromes it is well to remem- 
ber that they have much in common, since the victims have recourse to 
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the same kinds of defense dynamisms. This is another way of pointing to 
the frequent overlap of symptoms among the various syndromes. From 
this point of view the classification of these disorders is more a matter of 
descriptive convenience than of sharply defined nosological categories, and 
mixed syndromes as opposed to pure types occur very often. 


PSYCHASTHENIA 


Although in many ways the term psychasthenia is no longer employed 
as commonly as it was a few decades ago, it has not been entirely elimi- 
nated from psychiatric literature. The student should become familiar with 
its original meaning, so as to be able to read the older literature as well as 
to follow contemporary articles in which references to psychasthenic symp- 
toms still occur. These symptoms have to do with phobias, obsessions, 
compulsions, and tics. Some contemporary students prefer to list the pho- 
bias separately from obsessive-compulsive reactions; others prefer to sub- 
sume the clinical states Janet called psychasthenic under the caption of 
anxiety states. Janet, incidentally, recognized only two groups of psycho- 
neuroses — psychasthenia and hysteria — and regarded practically all neu- 
rotic syndromes not classifiable as hysteria as psychasthenic. His work was 
so influential in the development of the literature of psychopathology that 
his notion of the nature of psychasthenia should be made available to the 
serious student of abnormal psychology. 

Phobias. These morbid fear states form a good introduction to the 
whole subject of psychasthenia. One excellent case is that of a well- 
educated, apparently healthy man whose life was disturbed by a fear of 
which most of his associates knew nothing. It did not appear in the ordi- 
nary course of his daily routine; but if he went for a walk in the park or 
a tramp over the hills, there might be trouble. Should a snake wriggle 
across his field of vision, even a harmless grass snake, he would be over- 
come by all the familiar physiological and mental changes of intense fear. 
So intense and weakening was the terror aroused that he would be obliged 
to give up the walk and make his way home as best he could. He knew 
very well the harmless nature of the snake and the apparent absurdity of 
his behavior, yet he was quite incapable of controlling himself. 

In another case a young woman in delicate health, although continu- 
ing with her work, suffered a similar affliction. So long as she could keep 
near large objects or indoors she was calm and comfortable. In going along 
the streets she would keep close to the buildings, hedges, or trees. When 
she was confronted by the necessity of crossing the open street, even 
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though there was no vehicle in sight, she was disturbed by intense fear, 
and only by a violent effort at self-control did she manage to keep herself 
going. 

Others may have a comparable fear of closed places. They cannot sit 
at ease in a large audience. If they go to such places at all they sit in an 
aisle seat near the door and hope that the door will be left open. They 
cannot stay comfortably in a hotel room unless they are sure the door is 
unlocked. Still others have similarly uncontrollable and absurd fears of 
needles, glass, and of touching anything — dirt, germs, or animals. They 
are cognizant of the absurdity or irrationality of their behavior, they are 
disturbed by it and do their best to overcome it, but their best is not 
enough. It should also be observed that while many of the objects, or 
stimuli, mentioned are in some circumstances proper objects for normal 
fear, the fear in these cases is out of all proportion to the situation, and 
yet the knowledge of the absurdity of the fear is not enough to dispose of 
it or reduce its intensity. 

Older treatises on the subject attempted to classify these phenomena 
in terms of their stimuli and to name them accordingly, The result was a 
rapid multiplication of polysyllabic terms. The fear of open places was 
called agoraphobia, the fear of closed places claustrophobia, the fear of 
the number thirteen triskaidekaphobia, and so on. By supplying the ap- 
propriate prefix to phobia any one of them could be designated, but not, 
of course, explained. Many of these terms are still in use. 

Obsessions. Normal people often have the experience of a “ tune run- 
ning through the head.” A musical theme recently heard or suggested con- 
tinues to repeat itself in some form of imagery in the periphery of the 
conscious field. It may momentarily occupy the focal point, but it rarely 
does so for long. The person so annoyed may at first be amused, then try 
to be indifferent, and eventually will be disgusted. He tries to get rid of it 
with little apparent effect. In a short time it disappears, he does not know 
when or under what circumstances. A pathological obsession resembles this, 
but takes a more aggravated form and does not disappear so readily. A 
person may have one idea, frequently recurrent, that he has some disease, 
that he has heedlessly committed some sacrilege, that his hands are dirty 
and ought to be washed, that he should kill his father, that everything he 
does is merely killing time, that nothing is certain and must therefore be 
doubted, and so on. The variety of these is almost countless. The idea is 
usually disagreeable and persistent. The subject may succeed in moments 
of severe application in ridding himself of it for a time, but back it comes 
a little later. It is recognized to be irrational and yet, like a phobia, it is un- 
controllable. 
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Undoubtedly the worry of many chronic cases is of this obsessive na- 
ture. There is the persistently recurrent idea of some distressing possibility. 
The worrier knows that it is absurd to continue thinking of it, but he can- 
not help it, and the presence of the idea of danger stirs the emotional 
reaction. 

Compulsive Acts. Where the persisting tendency is in the immediate 
direction of an overt action, it is sometimes classified as a compulsive act 
and not as an obsession. But the distinction between this form and the ob- 
session is frequently very difficult. Obsessions are often such as to find 
some manifestations in overt behavior, and when this happens the distinc- 
tion can be made with little effort. 

Numerous examples can be given. Some patients have an uncontrol- 
lable impulse to touch anything and everything. If they attempt to inhibit 
it, they are miserably uncomfortable; if they give way to it, they are com- 
fortable only until the next impulse to touch appears. Some have a count- 
ing obsession and are obliged to be counting something almost constantly, 
such as fence posts, door knobs, objects in store windows, or whatever else 
may provide release of the impulse to count. Then there is the well- 
known obsession that one must always approach a door or start upstairs 
with a certain foot first. If the one so obsessed finds himself approaching 
the door or the stair with the wrong adjustment, he will back up and 
change so as to approach in a manner which will bring the desired foot 
first. Others have an obsession for completeness. Everything started by 
themselves or their associates must be completed in every detail, or they 
are upset. Many kleptomaniacs fall into this class of psychasthenic com- 
pulsions. The articles they pilfer often fail to fill any real need and they 
may be quite able to pay for them. Nevertheless they are unable to con- 
trol the impulse to steal. Cases are reported of people who have uncon- 
trollable impulses to set fire to something, and they are dubbed pyro- 
maniacs. Usually they are apprehended before many expressions of the 
impulse take place, although occasionally they do much damage.’ 

Psychasthenic Tics. Certain motor disturbances closely allied to com- 
pulsions in nature and yet lacking any appearance of purpose beyond the 
action itself are designated as tics. Usually these inyolve a very small group 
of muscles and the amount of movement is rather limited in extent: 
twitchings of the shoulders, the arms, the hands, certain of the facial 
muscles, or almost any other part of the body. The outstanding feature of 
these tics, to be distinguished from a similar phenomenon in hysteria, is 


1 One should not overlook the suggestibility of such patients. A kleptomaniac or a 
pyromaniac may easily be made to confess to many more criminal acts than he actually 
committed. 
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that the moyements take place only with an accompanying consciousness. 
The subject thinks of the movement, which he dislikes and knows he can- 
not control, and yet the movement takes place. A case of this sort once 
came to the office of one of our friends. There was a conspicuous facial 
tic which made it almost impossible for the subject to speak intelligibly. 
Our friend at once seated the subject and arranged to keep from looking 
at the patient directly by pretending to be preoccupied. The speech rap- 
idly became clearer and the tic disappeared. When the friend turned again 
and looked at the subject the tic promptly returned. Occasionally the 
motor agitation is more extensive and correspondingly more disturbing. It 
may even reach the appearance of a mild convulsion. The subject seems 
then in a frantic state of mind in which much of the musculature of the 
body is helplessly activated. 


THEORIES OF PSYCHASTHENIA 


All of these phobias, obsessions, compulsions, and motor agitations 
have many features in common, The subjects recognize the absurdity or 
irrationality of their behavior, yet are incapable of controlling themselves, 
much as they desire to do so; and they arouse a curious and psychologically 
important feeling of insufficiency or incompetency. Anyone who has been 
severely exhausted by illness of any kind will recognize the state of mind 
at once. He will recall the persistence of troublesome thoughts, which he 
knows to be unnecessary but cannot suppress, accompanied by a pervad- 
ing feeling of incompetency which is often quite distressing. With the 
progress of convalescence all this normally disappears. But why such dis- 
turbing phenomena should obtrude themselves into the lives of people 
with no history of exhausting illness is a perplexing problem. Various 
theories of psychasthenia have been advanced to provide an answer. 

The Redintegrative Theory. A fairly simple theory is one which, for 
reasons to be introduced shortly, might be called the redintegrative theory. 
This theory regards psychasthenic symptoms as the cffects of some acutely 
disturbing emotional experience — usually fear. It seems particularly suit- 
able to account for phobias. A case mentioned by Ribot may serve as an 
illustration. A man was walking backward on the flat roof of a house under 
the supposition that the balustrade went all the way around and that he 
would back up against it. However, part of it was missing and, being un- 
aware of this, the man happened to come closer and closer to this gap in 
the balustrade. Just at the very brink he discovered his mistake and by a 
violent effort saved himself, although overwhelmed by an engulfing fear. 


a 
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Ever afterward he had a morbid fear of open places. The mechanism as- 
sumed by the theory is similar to that in the normal psychology of per- 
ception and recognition. Some part of some subsequent situation, because 
of its similarity to or identity with an item in the original terrorizing situ- 
ation, activates the whole pattern of response established by that original 
experience. This interpretation has been cogently advocated by Holling- 
worth * and termed by him redintegration. In the presentation of this the- 
ory it is usually assumed that the personality synthesis is, so far at least as 
this special redintegrative pattern is concerned, approximately normal. An 
intense fear experience might thus presumably establish a pattern which 
could be re-aroused redintegratively in almost any person. 

Doubtless many phobias may be traced to some such initial experience, 
but it must be pointed out that many people have such intense experiences 
of fear without the consequent phobia. Why should the experience result 
in a phobia in some cases and not in others? Apparently there is some 
more fundamental cause than the initial disturbing emotional experience 
rendering some more vulnerable than others to the establishment of 
phobic reactions. 

'The Dissociate Reaction Theory. Another interpretation, allied to the 
one just given and also applicable especially to the phobias, proposes that 
the emotional shock, probably occurring in childhood, resulted in the 
establishment of a reaction pattern which never became absorbed into the 
personality synthesis. Accordingly, this may be called the dissociate reaction 
theory; for it assumes that the pattern always remains a largely isolated 
side-track pattern which, when aroused, is consequently beyond the influ- 
ence of the patterns in the personality organization. The original experience 
may or may not be voluntarily recallable. Mosso tells of a soldier whose 
long and honorable career gave testimony to his courage, who was always 
fearful of small chapels surrounded by trees. The origin of this was clearly 
traceable to the efforts of a nurse to make him behave when he was a small 
child. The nurse had terrified the child by threatening to leave him locked 
up in such a chapel. The fact that the child had just seen a corpse carried 
into the chapel made this threat even more terrifying, At all events, the 
episode left an indelible impression which was readily activated years after- 
ward by the same general situation. 

'This theory apparently serves very well, also, for the explanation of 
many psychasthenic tics. If the personal history in each individual case 
could be followed up in detail, it might be found that the undesirable move- 
ment is but a recurrent maladaptive habit lingering on from childhood. 


? Hollingworth, H. L., The Psychology of Functional Neuroses, New York, Apple- 
ton, 1920, p. 259. 
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That some of the automatisms of childhood fail of inhibition by synthesis 
is well known. Examples can be found in the grimaces of the blind from 
birth or infancy, and in the disagreeable reflex noises coming from the 
throats of the deaf. These are unconscious mannerisms whose persistence 
may be attributable to parental neglect. Perhaps some such history will 
be found in the case of the tics. But this seems scarcely adequate for the 
more extensive motor disturbances and for the obsessions. Possibly this 
and the redintegrative theory should be set aside in a group by themselves, 
to cover all the cases for which they are an adequate explanation. It may be 
that such cases are fundamentally normal, that the unusual behavior which 
they manifest is but the product of bad or unfortunate education, and 
that where these explanations are inadequate there will be found some 
more profound personality disturbance. 

Janet’s Theory. These more pervasive personality disturbances are taken 
into account by the theory advanced by Pierre Janet, the distinguished 
French psychopathologist responsible for introducing the concept of psy- 
chasthenia. Janet pointed out that people who suffer from psychasthenic 
symptoms differ from normal people in other ways than in the mere fact 
of disturbance by phobias, obsessions, and motor agitations. The very 
domination by these symptoms, Janet believed, indicates a defective con- 
dition of what is commonly called will. More strictly speaking, there is a 
marked limitation in the range of willed acts. Inhibition of the phobias 
and obsessions does not take place, or it is at best inadequate. Janet also 
pointed out an absence of decisiveness in these patients. They have a some- 
what helpless reaction to the whole situation and complain of feelings of 
inadequacy. This Janet called a defect in the functioning of the real, im- 
plying by this that for these patients the world of reality lacks the vividness 
and precision with which normal persons experience it. 

Viewed ontogenetically, Janet held that this vividness and precision, 
or completeness of response to present situations, is a matter of progressive 
achievement. The infant does not adjust perfectly and completely to situa- 
tions, nor does the child; but the normal individual comes to approximate 
it as maturity approaches. This complete apprehension of reality in all its 
forms is a late and high achievement. It may be easily disturbed, especially 
by states of fatigue. In fact, even an otherwise normal person may undergo 
some psychasthenic experiences when fatigued nearly to the point of ex- 
haustion. Then there is a slipping back down the ontogenetic scale to a 
stage of less perfect apprehension and adjustment, with accompanying 
feelings of incapacity. Such a person confronted by a situation which 
would ordinarily call for the highest tension may respond so inadequately 
as to manifest motor incoordination of a decidedly tic-like nature. Janet 
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thought of this as fundamentally a change in what he called psychological 
tension. A psychiatrist once likened this tension to the flow of water 
through a pipe under high or low pressure. Whether or not it corresponds to 
any physiological facts, it is a happy analogy. 

This condition of reduced psychological tension may cause the person 
who has been normal to fall a prey to obsessions, phobias, and motor agi- 


Ficurr 18. Pierre Janet (1859-1947), in charge of psychological in- 
vestigations at Charcot's clinic at Salpétriére beginning with the year 
1890. Responsible for the introduction of many basic concepts per- 
taining to abnormal psychology. (Courtesy of Wide World Photos, 


Inc.) 


tations of the kind here described. Or the cause may be more obscure. 


There may be some weakness of inherent or infantile origin which forever 


prevents the development of a high psychological tension.* Such people 
have been prevented from ever achieving the normal mature apprehension 


and adjustment to present reality situations. All mental processes are pres- 


ent, but they function inadequately or weakly. 


8 For evidence on the hereditary factor in psychasthenia see Paskind, H. A., “ He- 
redity of patients with psychasthenia,” Arch. Neurol. Psychiat., 1933, 29, 1305-1317. 
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While this theory will explain why some emotionally disturbing ex- 
periences result in psychasthenic phenomena in some people and not 
others, it has been criticized because of its alleged failure to explain satis- 
factorily the particular form of obsession, or compulsion, or motor agitation 
in any given case. The lowered tension and the incapacity for control or for 
adequate adjustment may be demonstrable, but granting that, why should 
there be a particular tic or obsessive idea, rather than another? 

The Psychoanalytic Theory. Although Freud himself for plausible rea- 
sons discarded the concept of psychasthenia as a clinical entity, his basic 
teachings were nevertheless applied by some of his followers to the psy- 
chodynamics presumably responsible for the symptoms Janet had made 
focal in discussions of psychasthenia. At all events, some Freudian disciples 
did not hesitate to attribute psychasthenic behavior to inadequate repres- 
sion of some not altogether congenial wish. They saw the wish as composed 
of both an ideational content, and an emotional or affective one. The 
affective content was conceived to be an inherent part of the libido. Some- 
times the whole of the disagreeable wish might be completely repressed. 
In that case, the energy of the affect is expressed in the form of some or- 
ganic disturbance, an anasthesia or a paralysis. When there is this com- 
plete repression and final expression in an organic form, the expression is 
called a conversion hysteria. This will be discussed in the section on hys- 
teria, Here we are interested in the results of an imperfect or incomplete 
repression. In such incomplete repressions the ideational content of the 
wish is repressed; the incompleteness applies to the energy of the affect. If 
this energy of the affect is converted, as it often is, into fear, we have a 
phobia such as has been described and discussed above. It may, however, be 
displaced to another idea, and then we have the obsessions and com- 
pulsions. 

Thus the apparent absurdity of the phobias, obsessions, and compul- 
sions is accounted for, The real reason is concealed in the unconscious, and 
can be discovered by psychoanalysis. The puzzling persistence of obsessions 
and compulsions is due to the emotional accompaniment of some other 
idea which cannot be recalled; and the overwhelming power of the phobia 
is due to a strong emotion of pethaps another quality which, because of re- 
pression, has been transformed into the phobia. What is feared, and what 
is thought in obsessions, and what is done in the compulsive acts is said 
to have some relationship to the tepressed material, although that relation- 
ship may be quite remote and even symbolical. 

Brill * reported the case of a man troubled by the obsession that what- 


* Brill, A. A., “ Psychoanalytic fragments from a day's work,” J. abnorm. Psychol., 
1913-14, 8, 310-321. (Case quoted is on page 315.) 


Theories of Psychasthenia 259 


ever he did was merely a case of killing time. It mattered not what the na- 
ture of his occupation was, there would come bobbing into his consciousness 
the thought that he was merely killing time. The thought came insistently 
and persistently, and caused him much distress, Even in his interview with 
the psychiatrist he insisted that all the questioning was but killing time. 
Eventually, Brill said, he discovered that the man had had an impulse to 
kill his father. This impulse had been violently repressed (note here the 
conflict of wishes). The father was an elderly man with a white beard much 
like the traditional figure of Father Time. Because of the repression, the 
thought of his own father did not return to consciousness in this connec- 
tion, but the thought of killing time, a substitute for killing his father, did 
come to consciousness with all the energy originally attached to the thought 
of killing his father. This was further energized by the intensity of the 
wish to keep all such ideas out of consciousness. There was a displacement 
of the affect to the associated idea, even though the associative connection 
was rather loose and remote. 

Such in substance is the case as Brill presented it. For illustrative pur- 
poses, however, one could imagine alterations in the story which would 
make it an example of other psychasthenic symptoms. If, for instance, we 
suppose that all thought of killing was repressed and the patient experi- 
enced a phobia for all cutting implements, we might say that the anger 
with its concomitant aggressive impulse had been disposed of by reaction 
formation into a fear of the instrument of attack. Again, we might alter the 
case and suppose that the patient manifested a mania or compulsion neuro- 
sis for closing or covering up all cutting implements. So long as the original 
and repressed wish remains repressed and unknown, the patient would 
present the usual picture of a compulsive act. He would be unable to 
comprehend the reason for his impulse, and he would be equally un- 
able to resist it. In terms of a psychoanalytic viewpoint, we might say that 
he could not understand the reason because the ideational content of the 
motivating wish had been repressed, and that he could not resist the im- 
pulse because of the great amount of affect displaced. As has already been 
indicated, this Freudian orientation renders it advisable to group the 
phobias as part of the syndrome of anxiety hysteria, and the obsessive- 
compulsive factors as constituents of the compulsion neuroses. This elimi- 
nates psychasthenia as a separate clinical entity. 

Some Psychodynamic Factors. In the example just given it will be ob- 
served that the phobia and the compulsive neurosis, as well as the obses- 
sion with which the case opened, are, in a sense, protective. They permit 
the individual to go on living without committing the crime which was 
once contemplated, they keep him out of temptation by keeping him away 
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from cutting implements. It has also been shown that psychasthenic be- 
havior can be interpreted as a compromise between wishful impulses and 
repressing forces. Should the former be activated to the point of threaten- 
ing to express a violent impulse, then the repression must be greatly rein- 
forced. The reinforcement comes in the form of a defense dynamism. Ex- 
amples of this may be seen in some people who are morbidly devoted to 
the cause of antivivisection. They entertain fantastic notions of torture to 
which allegedly sadistic laboratory scientists subject their helpless experi- 
mental animals. This kind of distorted or delusional conviction has been 
explained as due to reaction formation caused by a poorly repressed desire 
for the sadistic thrill of causing suffering in others. 

It should be further pointed out that many dynamically oriented psy- 
chologists interpret psychasthenia in terms of feelings of guilt, insecurity, 
and inferiority, caused by the needs for sex expression, security, and power. 
Conflict between sex desires and the super-ego tends to arouse guilt feel- 
ings; blocking of the drive for security brings feelings of insecurity and fear; 
blocking of the drive for power brings feelings of inferiority. Neurotic dis- 
ability is rooted in this kind of psychological soil. 

One case has been reported of a woman who suffered a compulsion to 
indulge in house cleaning. Quite without regard for the actual condition 
of the house or of her own health she was driven helplessly by the uncon- 
trollable impulse to clean the house. Careful examination revealed that 
behind it was a strong sense of guilt from which she seemed to find some 
relief by violent house-cleaning activity. Still, the cause of the guilt was 
not immediately so clear; but the psychiatrist suspected that it was due 
to some conflict between the sex drive and the ideas which had gone into 
the formation of the super-ego. A little intensive study of her history re- 
vealed such a conflict. There was a very unpleasant memory which, so far 
as possible, was repressed and kept out of consciousness. The facts of the 
experience, and especially of its implications in her present social situation, 
had never been faced and solved. The effort had been rather to conceal and 
to forget. This maladjustment resulted in guilt feelings and the house- 
cleaning compulsion, which was symbolic of the house cleaning within her 
own personality that should have been attended to and was being 
avoided.* 

Similarly, it can be assumed that such feelings of guilt are frequently 
the motivation for obsessions. The ideas which form the content of the 
obsession are as unpleasant as the presence of the obsession itself. They are 
thought of as punishments desired, or believed deserved, because of the 
e 5 Brush, N. H., * The psychasthenic reaction," Amer. J, Psychiat., 1928, 8, 565- 
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acute feelings of guilt. Kleptomanias are sometimes interpreted in this way. 
The uncontrollable impulse to steal is one which is apt to result in punish- 
ment following its execution. 

Feelings of insecurity, although presented as the consequence of the 
blocking of the corresponding need for security, may also be influenced by 
the frustration of other needs. Phobias are perhaps the psychologically sim- 
plest product of insecurity. The phobia is protective in that it prevents 
further effort in some direction, and distracts attention from the real cause 
of the trouble. But it is quite possible, as time goes on and the maladjust- 
ment becomes more and more complicated, for many other forms of ab- 
normality to develop with this as a base. 

Feelings of inferiority may often result from the clash between parental 
domination and the child's struggle for self-expression and independence. 
Against this parental domination there is rebellion and impulsive irrational 
activity, in the form of compulsive acts. Instances of pyromania have been 
traced to this blind rebellion against parental domination, and even more 
frequently instances of kleptomania." Feelings of guilt are likely to obtrude 
themselves as a result of such rebelliousness and such criminal behavior. 
These feelings in turn provoke other dynamisms of defense, so that the 
final clinical picture may be perplexing in its psychodynamic ramifications. 


HYSTERIA 


Hysteria is not easy to define. The term goes back to the days of Greek 
medicine and its meaning has shifted through the ages. Originally it was 
regarded as referring to a condition unique to women. In fact, the word 
itself is the Greek word for uterus and thus reflects the ancient notion of 
a relationship between uterine functions and the symptoms associated with 
hysterical disorder. In modern times the disorder is no longer viewed as 
restricted to one sex so that, etymologically, the word hysteria is really a 
misnomer. 

For the abnormal psychologist hysteria is particularly important because 
the concept of functional or psychogenic disorder is to a large extent an out- 
growth of the efforts of men like Freud and Janet to explain the protean 
symptomatology of hysterical disability. This very protean nature of the 
symptoms of hysteria, incidentally, renders it difficult to limit the condition 
to a few cardinal symptoms, as was done in the account of psychasthenia. 
The symptoms may vary from the glove anesthesia mentioned in an earlier 

5 Wittels, F., “Some remarks on kleptomania," J. nerv. ment. Dis., 1929, 69, 
241-251. 
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chapter, to the dramatic transformations of personality to be described 
later under the heading of multiple personality. Perhaps an effective intro- 
duction to the wide gamut of symptoms falling within the scope of hys- 
terically determined dysfunction is to plunge in and describe some of them 
in more or less arbitrary sequence. 

Hysterical Convulsive Seizures. Of the many forms of hysteria these 
are probably the simplest, and are more likely to come within the observa- 
tion of the layman than any of the others. The well-known “hysterics” be- 
long to this group. In all of these, the subject appears to have been emo- 
tionally excited to a point where the affective outburst can no longer be 
controlled. The result is a convulsive kind of seizure, to be distinguished, of 
course, from the epileptic seizure. Sometimes it is a wild spasm of laughing 
and crying during which the subject is aware of the laughing and crying and 
may have a vague desire to stop, but is quite incapable of doing so. This 
continues until exhaustion occurs or until there is external interference. 
This dominance of the individual by a motor function which seems defi- 
nitely related to emotional expression may vary almost as much as the 
forms of emotional expression. Anger fits in which the subject becomes in 
coherent, twitching and writhing in rage, are often of a similar nature. 
Sometimes the very general and pervasive motor disturbance in the seizure 
makes this emotional interpretation appear difficult, but the seizure be- 
comes intelligible when thought of as the expression of a complex of emo- 
tions. Scratching, biting, tearing, crying, moaning, screaming, and sighing 
may occur, and, if closely watched for, the more subtle motor expressions 
of emotion will be observed in the general ensemble. It is of importance to 
note also that when the convulsive seizure has passed the subject lacks the 
exhaustion of the epileptic, and proceeds to resume life much as would any- 
one after a slight emotional interruption. y 

Fugues. Another form of hysteria, which now and then attracts much 
popular attention through newspaper publicity given some spectacular case, 
is that known as the hysterical fugue. This word means flight, and is used in 
this context to designate the flight from home of some hysterics, as if driven 
by an uncontrollable impulse. For days or weeks they may wander about 
unable to identify themselves, until they suddenly experience a return of 
the sense of personal identity, along with complete amnesia for the events 
of the intervening period of the fugue. 

An investigation of the events leading up to the fugue often shows 
that the patient has had a history of nervous instability, of fatigue, and of 
worry brought on by a futile struggle to keep up in spite of a heart-rending 
series of domestic, professional, or commercial troubles. All these troubles 
and worries and the fatigue seem to have aroused the readily understand- 
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able impulse to flee and find relief in some other, and strange, place. This 
impulse is not acted upon immediately, but is held in check by a counter- 
impulse not to desert one’s family or not to be disloyal to one’s employer. 
Eventually, the conflict between the impulse to run away and the ideals 
of life reach a point where the counter-impulse is so weakened by fatigue 
that the impulse to flee, no longer checked, comes to dominate the patient. 

This impulse to get away dominates the consciousness and conduct of 
the individual in this case exactly as the uncontrolled emotion in the con- 
vulsive form just described. But in the fugue there seems to be no evidence 
that the individual, while dominated by his desire to get away, has any 
recollection or consciousness of his past. He is not, however, picked up as ill 
or insane, although he may be thought by observers to be acting rather 
queerly. He is abstracted, but is able to buy railroad tickets and food, and 
in a limited fashion to care for himself. Eventually, the impulse to run 
ceases to dominate, and then consciousness of the past returns with the 
restoration of the counter-impulse, but with amnesia for the fugue-state 
itself.” 

Somnambulism. Closely related to hysterical fugues are the hysterical 
somnambulisms or sleepwalking episodes. Genuine hysterical somnambu- 
lisms are admittedly of rare occurrence, but they are psychologically instruc- 
tive. One of them has been designated by Janet as the monoideic form. The 
term monoideic was perhaps not a very happy choice because, as will be 
seen, it is not strictly a matter of one idea, but rather of a closely associated 
sequence of ideas, which follow each other through consciousness with 
that power of domination so characteristic of hysterical phenomena. A 
typical case of monoideic somnambulism presents the picture of an indi- 
vidual exclusively dominated by a certain closely-knit group of ideas or 
memories of some highly emotional situation. The somnambulist acts out 
or dramatizes these ideas with extraordinary fidelity. Each recurring seizure 
is an almost perfect reproduction of all the preceding ones. 

As was seen in connection with hysterical fugues, the case histories of 
somnambulists are replete with some pattern of tension, exhaustion, worry, 
and a resulting emotional experience so intense and disagreeable that it is 
felt to be utterly unendurable. It may be properly described as an emotional 
shock. If sufficiently forceful, any reference to this shocking experience will 
bring on the hysterical seizure. When the course of ideas bound up with 
the traumatic experience is acted out, the patient may start at the begin- 


7 Good case descriptions of hysterical fugues will be found in the following: Ben- 
net, E. A., “ Fugue states,” Brit. J. med. Psychol., 1928, 8, 143-149; Janet, P5 The 
Major Symptoms of Hysteria (Macmillan), Lecture III; Ziegler, L. H., ^ Hysterical 
fugues,” J. Amer. med. Ass., 1933, 101, 571-576. 
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ning and do it all over again; but at some completion of the sequence the 
group of ideas will drop from consciousness, and contact with reality will 
be re-established. ‘There is a complete amnesia for the group of memories 
responsible for the somnambulism. 

Another form of somnambulism, in contradistinction to the monoideic, 
was called polyideic by Janet. Here there is a less rigid confinement to a 
limited system of ideas. Instead, there is a loosely organized group of memo- 
ries centering around a complex set of experiences like a love affair. The 
patient is amnesic for this group of ideas; but if it should be activated by 
some instigating cue, then the somnambulistic seizure may supervene. Ac- 
cording to Janet’s observation, these polyideic cases are not as insulated 
from environmental contact as the monoideic ones. In fact, he classified 
them as intermediate between the monoideic somnambulisms at one ex- 
treme and the fugues at the other. 

Paralyses. In the forms of hysteria so far presented, an amnesia for cer- 
tain events of the past has been frequently noted, This amnesia was con- 
fined to certain ideas or groups of ideas. It will now be observed that there 
are hysterical forms in which the outstanding feature is the dissociative 
amnesia for certain motor and sensory functions. 

Hysterical paralyses are often reported, and may involve any muscle 
group, such as arms, legs, or speech muscles. Such hysterical or functional 
paralyses differ from organic ones in various ways. An organic hemiplegic 
can never move the muscles of the paralyzed side, but an hysterical hemi- 
plegic man may be found walking about in his sleep, even climbing into 
dangerous places; paralyzed arms or hands will be used readily when asleep 
or in moments of distracting danger. While in organic paralyses there is a 
disturbance or loss of the reflexes and a tendency to atrophy, no such dis- 
turbances are present in the hysterical paralyses. In fact, the very normality 
of the reflexes is usually used as one of the differentiating indications for 
hysterical paralysis. The patient suffering from an organic paralysis does 
his best to make use of the affected limb, and tries to appear as nearly 
normal as possible. Ouite different is the behavior of the hysteric, for he 
will entirely ignore the affected part. If it be a leg, he will let it hang and 
drag without the normal effort to make the best possible use of it. And 
again, strangely enough, he seems not to be especially distressed by the 
paralysis. 

Anesthesias. Closely allied to hysterical paralyses are hysterical anesthe- 
sias.^ The forms of these are at least as numerous as are the sense modali- 

8 As used here, this is a very loose, semi-popular reference to any diminution or ab- 


sence of a sensory function. For a more technical restriction of the term anesthesia sce 
the footnote on page 232. 
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ties and probably even more so, because not infrequently cases are reported 
where there is, curiously enough, anesthesia for certain qualities within a 
given sense modality. Blindness has been frequently. reported in which no 
diseased condition of the eye or nerve tract could be discovered, and where 
the physical reflexes remained quite normal. We know of war cases in which 
the vision was recovered as suddenly as it had been lost. In some in- 
stances the blindness is incomplete, the field of vision being restricted to a 
very small area; in other cases it may be found that the patient is blind for 
certain colors and not for others, and that his loss of color sensitivity does 
not at all correspond to the usual facts of color blindness. Similar defects of 
hearing are reported. A person may be quite deaf, circumventing all tests 
to detect malingering, and yet be disturbed at night by the crying of infants 
or the sighing of the wind. 

Comparable cutaneous anesthesias are quite common, as was mentioned 
in the earlier discussion of glove and stocking anesthesias. In these condi- 
tions, it will be recalled that the anesthesia does not correspond to the dis- 
tribution of the sensory nerve for the involved area. For example, the 
anesthesia may be confined to the hand, stopping at a straight line running 
around the wrist; or it may be confined to the whole arm, stopping abruptly 
at the shoulder; or it may affect some other portion or portions of the body. 
But in every case its extent corresponds to the subject’s ideas of anatomy 
rather than to the facts of nerve distribution. 

Internal anesthesias are also known to occur. A patient may, for ex- 
ample, never be conscious of a hunger sensation, and as a consequence 
never feel the need of eating. Or he may have no sensations of fatigue, and 
so wear himself out with prolonged activity. Again it should be pointed 
out that in all of these the reflexes remain normal, and hence there is ample 
evidence that the sensory end organs and nerve tracts are intact. The 
trouble is evidently of a psychological rather than an organic nature. 

Hyperkinetic Reactions. Perhaps these could have been included under 
the above group, because they are like the convulsive phenomena; but they 
are confined to a single muscle or a small muscle group. While they seem 
not to be quite so common, they nevertheless deserve the psychologist's 
consideration because of their nature. Little twitching movements of the 
facial muscles, of the shoulders, arms, hands, legs, feet, eye muscles, and, 


in fact, of almost any functional group, may here and there be found con- 
tracting spasmodically, and associated with a history which leads the ex- 
aminer to suspect them of being hysterical in nature. Sometimes they are 
associated with more conspicuous hysterical seizures, and are apparently 
portions of more elaborate muscular activities which appear in reduced 


form between the seizures. 
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Toward disturbances of this kind will be found the familiar hysterical 
reaction of indifference and amnesia. If attention is attracted to them they 
can be stopped. They seem to function primarily apart from consciousness, 
and in this they differ from the psychasthenic tic. Forms are reported where 
the motor disturbance is reduced to a mere tremor, but is accompanied by 
the usual associated circumstances which reveal it to be hysterical. More 
often there are chronic contractions of some muscle group which may be 
very misleading. Such contractures may disappear during sleep or under 
marked distraction, and so remind one of the peculiar behavior of the hys- 
terical paralytic. 

Hysterical Pain. A psychologically curious phenomenon is the so- 
called hysterical pain. There are patients who complain of what they call 
pain which, upon careful examination, does not behave as do pains of or- 
ganic origin. The areas from which these pains are elicited or appear to 

_ come do not correspond to the known distributions of the sensory nerves, 
and are quite variable. From time to time the examiner may be bewildered 
upon finding pains coming now from this place and now from that, for no 
apparent reason. Their variations of intensity are equally unphysiological. 
The unsuccessful search for possibly painful points or areas in one examina- 
tion may be followed by the appearance of pains in those places in the next 
examination. 'They appear to have come into being as a consequence of the 
suggestive effect of the previous examination. Furthermore, suggestion may 
be effective in removing these pains, which makes their hysterical nature 
still more probable. 

It is customary to term them hysterical pains, but of their actual psycho- 
logical nature little is known. It is difficult to determine whether they are 
vivid images of pain, or the consequence of reduced sensory thresholds for 
incipient pain sensations. In either case, the behavior is much like that of 
the obsessions, hence they might have been termed psychasthenic pains. 
There is the persistent presence of a process over which the subject has little 
if any voluntary control. This is not like the repressed and dissociated phe- 
nomena of the hysterias. However, in some respects these pains do resemble 
hysterical anesthesias. If the hysterically anesthetic is distracted by close 
attention to something else, stimulation of the involved area produces 
normal reactions, If the person with the so-called hysterical pain has his at- 
tention drawn to other things, stimulation of the involved area does not 
produce the pain reaction. It might be better to employ a more generic 
term, like psychoneurotic pain; but the term hysterical pain has become so 
well established that its present usage is likely to continue. 

Simulation of Organic Disease. At this point we should look back and 
survey the many varieties of hysterical symptoms already mentioned: con- 
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vulsions, fugues, monoideic and polyideic somnambulism, paralyses, anes- 
thesias, tics and contractures, pains, in most of them amnesias, in all of 
them an indefinite possibility of varying degrees and forms. These forms 
are so diverse that hysteria has often been called the proteus of pathology. 
Bearing all of these and the many possible combinations in mind, one can 
easily understand why alert physicians are constantly on their guard against 
mistaking an hysterical disturbance for an organic disease. 
Janet once wrote that hysterical diseases are 


badly characterized from the physical point of view, and that they are uncom- 
monly similar to all kinds of medical or surgical affections, for which they are 
easily mistaken. Contractures, paralyses, anesthesias, various pains, especially 
when they are seated in the viscera, may simulate anything; and then you have 
the legion of false tuberculoses of the lungs, of false tumors of the stomach, of 
false intestinal obstructions, and, above all, of false uterine and ovarine tumors. 


' When so great a specialist says that hysteria may simulate anything, it is 
worthy of special attention. It means that we not only have in the simula- 
tion a psychological problem of considerable importance, but it also points 
to the possibility that hysterically simulated disease may be the basis for 
many of the remarkable “ cures” so frequently reported. 

While we have hitherto emphasized the differentia from organic dis- 
ease, it must be also recognized that there is often a very close relationship 
between organic disease and hysterical phenomena, and that the two are 
frequently combined. There are many reports of organic diseases accom- 
panied by hysterical disturbances, that is, the hysterical phenomena are 
superimposed upon an organic base. Sometimes the hysterical phenomena 
follow the organic ones. Instances are reported of traumatic and inflamma- 
tory conditions which disturbed some motor function; and yet, after all 
organic basis for impairment of muscular control had vanished, such im- 
pairment nevertheless continued. Careful investigation of these cases re- 
vealed that the organic disturbance had become transformed into an hyster- 
ical disturbance. Still more disturbing combinations are possible. Genuine 
hysterical phenomena may be combined with epileptic and even with some 
psychotic phenomena. Such combinations require great skill in differential 
diagnosis and ability to recognize the role of such protean psychogenic 
symptoms. 

3 Janet, P., Major Symptoms of Hysteria, p. 12. (Copyright 1920 by The Macmil- 
lan Co, Quotation reprinted by permission. ) See also Weirenburg, T. H., Yaskin, JEG, 
and Pleasant, H., “ Neuropsychiatric counterfeits of organic disease,” J. Amer. med. Ass., 
1931, 97, 1751-1757; Wholey, C. C., “The menace of mental factors in bodily dis- 
eases,” J. Amer. med. Ass., 1930, 95, 1073-1076. 


268 Psychoneurotie Disorders (1) 


The causes of hysteria contribute much to the understanding of its na- 
ture. Chief among these are the mental stresses of life. Again and again one 
reads of the death of.a relative or loved one as being a most conspicuous 
factor in calling forth a particular hysterical episode. Disappointments in 
love, desertions, seductions, the presence of apparently insuperable obsta- 
cles to the fulfillment of love — all the love tragedies of life can be found 
in the history of hysterical cases. Strained marital relations are often con- 
tributory, if not precipitating, causes. Disappointments, thwarted hopes 
and ambitions, business cares and worries, undesired and irksome responsi- 
bilities, and brooding over threats to emotional security constitute the gen- 
eral background of hysterical vulnerability. In addition to these general 
factors, there are several specific ones to be considered. 

Age. Chronological age appears to be a significant factor. While hys- 
terical phenomena are often reported in childhood years, they are not so 
frequent then as later. Life for the child does not usually contain so many 
stresses and strains, and those which do come are taken more lightly. But 
the instability of the teen age is well known, and because of it the emotions 
are easily and intensively aroused. Inhibitions are poorly established, and 
are therefore relatively ineffective. Thus the stresses and strains of life dur- 
ing adolescence easily bring about disturbances. With the advent of ma- 
turity comes the possibilities of even greater troubles and disappointments. 

The incidents of life mentioned above are obviously those most likely 
to occur in adolescence and early maturity. Consequently, it is not surpris- 
ing to find statistical evidence indicating that hysteria is most likely to 
occur toward the close of the second and beginning of the third decades of 
life. Such disturbances do come later in life, but with decreasing frequency. 
With the advent of middle and old age human beings become so settled in 
their habits, or are socially so protected, that the stresses and strains of life 
have less effect upon them. 

Defective Discipline. Because in so many tespects the hysteric appears 
to behave like a spoiled child, some authorities have listed defective dis- 
cipline among the etiological factors. They see a causal relationship between 
lack of self-control and hysterical outbursts. In their opinion, children 
permitted to have uncontrolled fits of temper are being educated for ab- 
normality. Children who are over-protected, whose every want is supplied, 
may suffer a defective disciplinary training, and thus lack the control which 
militates against the appearance of hysterical development. Similarly, chil- 
dren who are underprivileged, who lack the training opportunities sup- 
plied by a good home, school, and playtime environments are in danger 
of growing up with a defect of personality organization exhibited by adults 
incapable of effective self-discipline and dependable self-guidance. 
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The factor of defective discipline was at one time also stressed as the 
explanation for the allegedly marked proneness of artists to hysteria. By 
implication, the so-called artistic temperament was viewed as akin to the 
hysterical temperament. It was also argued that the work of the artist calls 
for emotional expression rather than restraint. By way of example it is of 
interest to note that Wagner tells in his autobiography how he deliberately 
gave every wave of emotion free play by refusing to exercise any control 
whatsoever. 

Constitutional Factors. Closely related to the possible influence of 
temperamental factors in the etiological background of hysterical symp- 
toms is the question of an inherent predisposition to neurotic disability 
in general. In technical language, this is sometimes referred to as a neuro- 
pathic diathesis. For example, it has often been maintained that extrover- 
tive individuals are especially prone to hysteria. If we regard the extroversive 
tendency as a phase of temperament, and temperament as a function of 
bio-chemical factors, then such proneness would be rooted in the constitu- 
tional make-up. Nor is this emphasis on the extroversive character of hys- 
terics altogether outmoded. In a recent volume, for instance, Richards 
describes them as “ basically extratensive” and “ reactive to the environ- 
ment, even though this may be revealed only by intense repression." +° 

However, this is not altogether in agreement with the evidence sub- 
mitted by Van der Hoop ** many years earlier. Some of the studies of war 
neurosis during World War One also have a bearing on this problem. 
Wolfsohn 2 made a careful study of these, in which he compared the his- 
tories of one hundred war-neurosis cases with one hundred cases of somatic 
injury, using the latter as a control group. His tables show evidence of 
nervous instability in the personal histories of 76 percent of the war-neu- 
rosis group, while the same is found in only 12 percent of the somatic-injury 
group. In the family histories evidence of nervous instability was indicated 
in 74 percent of the war-neurosis group, and in only 38 percent of the 
somatic-injury group. It is therefore clear that in many cases the strain of 
military life was supplemented by some predisposing factors; but it is also 
clear that men with a completely negative history did succumb to the 
strain and suffer a conversion hysteria or an anxiety state. We are therefore 
forced to conclude that hysteria is not exclusively dependent upon inherent 
constitutional factors. 

10 Richards, T. W., Modern Clinical Psychology. New York, McGraw-Hill, 1946, 


P4575 ^ 
11 Van der Hoop, J. H., Psychology and hysteria,” Arch. Neurol. Psychiat., 1930, 


24, 324-334. . 
ae Wolfsohn, J. M., “ Predisposing factors of war psychoneuroses,” J. Amer. med. 


Ass., 1918, 70, 303-308. 
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The Factor of Intelligence. There is some evidence suggesting that hys- 
teria and the other forms of psychoneurosis are related to the degree of 
intelligence and to the associated achievement of knowledge and ideals. 
Hollingworth '** has reported the intelligence test scores of a large group 
of psychoneurotic patients obtained in a hospital for mental cases during 
World War One. The average mental age in each of the diagnosed groups 
was as follows: hysteria, 11.9; neurasthenia, 13.0; psychasthenia, 14.9. It 
will be recalled that the average mental age for unselected army recruits 
was 14 years. Thus it appears that persons in the lower ranges of intelligence 
are more likely to develop the hysterical forms of psychoneurosis, while 
those in the higher ranges are more prone to the psychasthenic forms. 

These psychometric findings receive additional support from the clini- 
cal observations of the military psychiatrists who, at one time, found it 
convenient to divide the so-called war-neurosis cases into two large groups. 
The one group was dominated by the syndrome of anxiety state, and the 
other by the conversion hysteria syndrome. The term anxiety well describes 
the first group. Tensions, phobias, worries, anxieties, obsessions, and the 
like were conspicuous symptoms. The conversion hysteria group was by 
contrast composed of the hysterical paralyses, anesthesias, losses of voice 
and hearing and vision, contractures, speech disturbances, and so on. The 
anxiety states were found to occur much more frequently among the officers 
as a class, and the conversion hysterias were found more frequently among 
the enlisted men. While distributions of intelligence for these two groups 
would no doubt show some overlapping, nevertheless, as a group, the offi- 
cers were men of higher average intelligence and better education, and 
were burdened with greater military responsibilities. Being responsible for 
the welfare of his men renders the officer vulnerable to a different kind of 
conflict situation from that threatening the ordinary enlisted men. The 
dynamisms of escape are activated in both, but the differences mentioned 
result in the modification of the symptom complex. 

Organic Factors. Some few physiological findings have been isolated 
and pointed to as possible causes, But knowledge of the physiological dis- 
turbances involved in emotion makes it seem clear that such findings are the 


18 Hollingworth, H. L., Psychology of Functional Neuroses, p. 88. This finding 
was not supported by a later study made on civilians, but unfortunately this later study 
was made on a much smaller number of cases and with a selection which possibly af- 
fected the results. See Tendler, A. D., * The mental status of psychoneurotics,” Arch. 
Psychol., 1923, 9, No. 60, 86. 

14 The escape wish producing psychasthenic phenomena was a wish for death; 
while the escape wish which resulted in the conversion hysteria phenomena was a wish 
for some form of physical disability which would take the soldier out of the distressing 
situation. 
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consequence of hysteria, and not its cause. Ideational conflicts release emo- 
tional activity, and such activity involves autonomic functions. 

It is quite true that depleted physical conditions of one kind or another 
may lay the groundwork for hysteria, or at least make the subject more 
liable to hysterical behavior. Prolonged illness, illness which makes the 
realization of some ambition impossible, illness which stirs fear for the 
welfare of loved ones dependent upon the sick person for support, illness 
coming into the life of a person who knows only the experiences of good 
health and which thus arouses feelings of inferiority, illness which stirs the 
fear of death, whether justifiably or not —all these are definite and well- 
known fundamental or accessory causes of hysterical phenomena or re- 
lated neurotic disturbances. In fact, the role of chronic fatigue or depleted- 
energy reserves may sometimes be central both for understanding and 
managing a given neurotic case. At one time such cases were placed in the 
separate diagnostic category of neurasthenia. This term, taken literally, 
means weakness of the nerves. Since such weakness probably does not exist, 
the term is misleading. It is better, as Cameron's ** recent discussion makes 
clear, to substitute the term fatigue syndrome. 

Role of Suggestion. Hysterics are highly suggestible people, and it has 
been found that not infrequently hysterical symptoms in a given case have 
been produced by crude methods of neurological examination. The very 
technique of seeking anesthetic areas has suggested to the patient that they 
should be there, and consequently they appeared. The same has been true 
in the discovery of hysterically restricted fields of vision and other hysteri- 
cally conditioned sensory and motor abnormalities. Cases have been re- 
ported where the particular form of hysterical behavior seems to have come 
by suggestion from some epileptic, paretic, or other diseased individual with 
whom the hysteric happened to be associated. 

The suggestion factor is perhaps to be encountered most commonly in 
the sporadic outbreaks of hysterical contagion. Typical of these are the 
famous hysterical phenomena of the Kentucky revivals. Davenport '^ has 
given us an excellent collection of first-hand reports of how the “ jerks,” 
barking phenomena (“ treeing the devil "), hysterical convulsions and other 
forms spread rapidly through the crowds attending these revivals. Several 
instances are reported of stopping hysterical contractures from spreading 
through school systems by treating them on the theory that they were purely 
suggestive in origin. The phenomenon called “getting the power," still 


15 Cameron, N., The Psychology of the Behavior Disorders. Boston, Houghton 


Mifflin, 1947, pp. 224-245. 
16 Davenport, F. M., Primitive Traits in Religious Revivals. New York, Macmillan, 


1905, p. 323. 
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often to be observed in the campaign meetings of faith healers, is largely 
induced by suggestion and reinforced by active expectation. 

Any discussion of the causes of hysteria should always be supplemented 
by a recognition of the aggravating effect of a great disaster, or of anything 
that stirs the emotions of the general public. It must be clear to the student 
by this time that there are constantly a considerable number of unstable 
people in any community. There are the nervous, the worried, the badly 
educated, the sick, the disappointed, the maladjusted, the frustrated, and 
the many neurotics and mild psychotics. Many of these get along without 
any serious outbreak or conspicuous disturbance so long as the general 
social situation remains stable. But let anything occur which disrupts emo: 
tional security, and there may be a conspicuous increase in the number of 
hysterical cases. A great fire, a devastating flood, a destructive earthquake, 
the declaration of war, the enlistment of loved ones, the consequent dis- 
turbance to business and professional and family life—all these may be 
productive of much hysteria where otherwise there might have been little. 
It should be noted, on the other hand, that the increased responsibility 
thrown upon some persons at such times may have a stabilizing effect. The 
psychological effects of crises on different people are hard to predict with- 
out knowing the backgrounds of the people involved. Hysterical predispo- 
sitions should be included in evaluating such backgrounds. What they 
imply will be more adequately understood in the light of the issues involved 
in theories of hysteria. These will be taken up in the next chapter. 


11. Psychoneurotic Disorders (IT) 


HISTORICALLY CONSIDERED, the modern emphasis on psychological factors 
in the causation of disease and maladjustment is an outgrowth of efforts to 
account for hysterical phenomena as observed by clinicians in the closing 
decades of the last century. These phenomena ranged all the way from the 
functional paralyses and fugues mentioned in the last chapter to cases of 
multiple personality to be discussed in the present chapter. "Through the 
years efforts to account for these phenomena gave rise not only to different 
theories of hysteria, but also to rival schools of psychological medicine. 
Even the contemporary vogue of the concept of psychosomatic disorders 
has its roots in this historical background. To achieve clearer understanding 
of present trends it will consequently be desirable to outline some of this 


background material. 


THEORIES OF HYSTERIA 


Numerous theories have been advanced to account for hysteria as a 
clinical entity. However, since the turn of the century the ideas of Janet 
and Freud have colored most theoretic formulations. Before presenting the 
theories of these two men it will be helpful to consider two still earlier but 
historically important views, those of Charcot and Babinski. For in some 
respects the thinking of Freud and Janet was conditioned by what Charcot 
and Babinski had taught regarding the nature of hysteria. 

Charcot's Theory. The earlier French specialists in mental diseases, led 
by Charcot; attempted to describe a typical course for an hysterical seizure. 
This they found in what is often referred to as hysteroepilepsy, because of 
certain marked similarities to an epileptic seizure. It was described in terms 
of a sequence of stages: 1. prodromal, in which there appeared emotional 


1 Sce article by Charcot under the heading “ Hystero-epilepsy " in Tuke's Dict. 
Psych. Med., pp. 627 ff. 
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disturbances and often an aura of some sort; 2. epileptoid, characterized by 
elaborate motor disturbances and agitations; 3. a period of clownism, in 
which the patient manifesteda variety of apparently absurd movements more 
systematized than in the second stage; 4. a period of mimicry or of emo- 
tional expression, still characterized by certain absurd movements, but morc 
intelligible to the observer and probably indicative of a returning conscious- 
ness. Such a course, supposed to be the typical hysterical seizure, was every- 
where sought for and frequently found, but it was clearly recognized that 
many variations from this typical form existed. The early Charcot school 
considered the disturbances of sensibility, although not so immediately ap- 
parent as other features, to be the most constant and typical of the symp- 
toms. They included here not only the anesthesias and hyperesthesias, but 
also the so-called hysterogenic points. The latter were regarded as cutaneous 
spots whose stimulation would elicit an hysterical reaction. 

Later students came to realize that the stages of Charcot's typical seiz- 
ure are merely a combination of many different forms of hysterical bc- 
havior. They also realized that much of what Charcot attributed to the 
hysterical syndrome was in reality a product of what the examiner unwit- 
tingly suggested to the patient. Hysteroepilepsy, as described by Charcot, is 
hardly ever observed today. 

Babinski’s Theory. It was Babinski * who not only demonstrated the 
suggestive and non-essential nature of the anesthesias and hyperesthesias, 
but argued that hysteria should not be defined in terms of a typical course 
of symptoms but in terms of what he considered to be its most salient char- 
acteristic, i.e, suggestibility. He differentiated between what he termed 
primary and secondary disturbances. By primary disturbances he indicated 
the now familiar hysterical phenomena already described; and by secondary 
ones he designated circulatory, trophic, and other organic disturbances re- 
sulting from the initial hysterical phenomena. 

Babinski used the term suggestion in a specialized technical sense, not 
in its popular meaning. For him the term referred to the uncritical accept- 
ance of or belief in a manifestly irrational idea. Furthermore, he held that 
an hysterical symptom could be removed by persuasion, or by the introduc- 
tion of an idea of a plausible or reasonable sort. Removing a symptom by 
confidently telling a patient that the disturbance in question would dis- 
appear would be an example of persuasion. This led to the coinage of the 
term pithiatism, i.e., curable by persuasion, still occasionally to be seen in 
the literature. 

It is to Babinski’s credit that he saw the one fundamental feature of ab- 
normal suggestibility through the welter of discussion of particular symp- 

2 See his paper in Alienist and Neurol., 1908, 29, 1-29. 
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toms. He saw, too, that the symptoms were often brought about by the 
modes of examination, and that the many stages of Charcot’s grande 
hysterie were in far too many instances the suggested product of hopeful 
anticipation. His distinction between suggestion and persuasion seems to 
have been an unsuccessful attempt at refinement, for both are suggestion. 
Babinski was, however, led to an emphasis upon suggestion so exclusive as 
to lead him astray. He greatly minimized the place of emotion in hysteria, 
and that, we shall see, was a grave omission. While he was undoubtedly 
right in saying that symptoms are often suggested to patients, systematic 
studies have revealed many instances where the particular form of hysteri- 
cal phenomena could not be the product of suggestion. Thus the form of 
the hysterical phenomena in any given case yet remains to be explained. 
Babinski discovered the important fact that hystericals are peculiarly sug- 
gestible; but where the line should be drawn between normal suggestibility 
and abnormal suggestibility is not always immediately obvious. 

Babinski’s explanation of Charcot's observations has important general 
consequences, which extend beyond the restricted area of hysterical phe- 
nomena, It seems to warn every examining physician and every interrogat- 
ing clinical psychologist of the possibility of inducing the conviction of 
illness or disability by careless questioning. In fact, the term iatrogenic ill- 
ness, meaning illness induced by the physician, is sometimes employed to 
designate the effect on some hypochondriacal patients of unguarded or mal- 
adroit clinical questioning. 

Janet’s Theory. Pierre Janet made ample place for suggestibility in his 
conception of hysteria, and paved the way for the explanation of the par- 
ticular forms of hysterical behavior. He attributed the symptoms of hysteria 
to an inherent weakness of the patient’s capacity to synthesize or integrate 
experiences. In the normal personality, Janet taught, the integration of 
mental life is not easily disturbed. However, there are individuals who, 
because of some unknown condition, never develop a normal synthesis. 
These are the personalities in whom psychasthenic and hysterical phe- 
nomena easily develop. It is possible also that fatigue, or exhaustion, or 
great emotional disturbance, or a combination of these, may weaken a 
synthesis which had previously been quite normal. Those with a weak or 
weakened synthesis may get along very well if the demands of life call only 
for lower level functioning, but they are incapable of adequate functioning 
at the higher human levels.* 


3 For further elaboration of this level concept see either of the following: Bailey, P., 
“The psychology of human conduct; a review,” Amer. J. Psychiat., 1928, 8, 209-234. 
(This is an abstract of a series of lectures by Janet.) Kretschmer, E., Hysteria. New 
York, Nervous and Mental Disease Pub. Co., 1926, p. 120. 
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Janet also assumed that the hysterical personality is characterized by the 
presence of a chronically retracted field of consciousness. Here, the hysteri- 
cal personality is always somewhat absent-minded, or on the verge of “ dis- 
sociation.” This will at once be recognized as Janet's way of referring to the 
suggestibility of the hysteric, for, as every student of psychology knows, a 
retracted field of consciousness predisposes to the uncritical acceptance 
of suggestion. 

With this conception of the hysteric personality in mind we may readily 
approach Janet’s conception of a given hysterical disturbance. He found 
that the hysterical personality had been subjected to some intense emo- 
tional experience. This emotional experience caused a partial break-up of 
the synthesis, the almost complete dissociation or ejection from the syn- 
thesis of the events of the disturbing emotional experience. This dissocia- 
tion was his theoretical explanation of the amnesias already described in 
the presentation of hysterical phenomena. The reckless man who hung off 
the side of a railroad train experienced an intense fright when he turned 
and discovered that one side of his body was about to be crushed by the 
edge of the tunnel looming ahead. Friends pulled him to safety just in time. 
But when he recovered from the daze of the situation he found that side 
of his body paralyzed. All the usual indications of hysterical paralysis were 
present: the indifference, the amnesia, the complete inability to function 
unless asleep or completely absorbed. Such an hysterical paralysis, Janet 
maintained, is due to the dissociation from the functional synthesis of all 
sensorimotor processes related to that side of the body. 

The hysteric, according to his view, can no longer voluntarily move the 
paralyzed bodily members, because he cannot think of so doing. Exactly 
as the individual who is totally ignorant of music is unable to play a sonata 
because he cannot image even the first movements of so doing, so the vic- 
tim of functional paralysis is unable to think or to will movements of the 
affected portions of the body. The already noted features of indifference 
and lack of all effort to use such paralyzed limbs are the obvious conse- 
quences of the amnesia for all that concerns those limbs. Moreover, when 
anesthesia accompanies the paralysis, the patient is unable to receive into 
his personal consciousness sensations from the affected part, because all 
that concerns the part is dissociated. A similar explanation applies to all 
cases of functional anesthesia and other hysterically conditioned sensory 
failures. In Janet's terms, such patients are the victims of dissociation of 
sensory experiences incident to the retracted field of consciousness and the 
concomitantly reduced capacity to achieve effective synthesis or integration. 

The tics, contractures, and other hyperkinetic symptoms of hysteria 
were given similar explanations by Janet. He linked them to dissociated 


Theories of Hysteria ETE 


memories. This dissociation was conceived of as so complete as to result in 
failure to experience the kinesthetic sensations ordinarily associated with 
muscular activity. In this way Janet ventured to account for the seeming 
absence of fatigue in cases of tremors or tics persisting hour after hour. 
From the purely descriptive standpoint, Janet's emphasis on dissociation 
might still be accepted. But one might ask whether this dissociation is alto- 
gether complete. There is ample evidence of the existence of some, albeit 
rather narrow or weak, connection between the somewhat impaired per- 
sonal synthesis and the dissociated material. Such evidence is to be found 
in the seizures and their production. Occasionally, something will seem to 
stimulate this dissociated material, to cross that narrow bridge, whatever 
it may be, and arouse it into activity, accompanied by all the original in- 
tense emotionality. When so aroused the dissociated material comes in to 
dominate consciousness. Apparently there is some connecting link, which 
for some reason is not easily stimulated. The very vagueness of this formu- 
lation reflects the chief weakness of Janet's theory. 

Another way of revealing a shortcoming of what in other respects has 
been regarded as a stimulating theory is to ask how, according to Janet, one 
can explain the particular form of a given hysterical disturbance. Why, for 
instance, should a given case develop a paralysis rather than a contracture? 
Why, again, should an hysterical anesthesia follow a traumatic anesthesia, 
as sometimes happens, or why should an hysterical paralysis follow a thera- 
peutic immobilization? Such diverse symptoms are difficult, if not impossi- 
ble, to explain merely in terms of the dissociating effect of an emotional 
shock. Indeed, the emotional shock seems in many cases not to be discover- 
able. Such criticisms of Janet’s theory paved the way for the Freudian ex- 
planation of hysteria, which we shall consider next. 

Psychoanalytic Theory. As Fenichel * has pointed out, “ The psycho- 
analytic method was discovered, tested, and perfected through the study 
of hysterical patients.” He also showed that psychoanalysis achieves its best 
therapeutic results in the treatment of such patients. In other words, the 
psychoanalytic theory of hysteria comes to involve the bulk of Freud’s con- 
tributions to contemporary psychopathology. It will not be possible, there- 
fore, to do justice to the totality of Freud’s views of hysteria in the present 
curtailed and oversimplified account.” 

What Janet attributed to hysterical dissociation, Freud attributed to 


4 Fenichel, O., The Psychoanalytic Theory of Neurosis. New York, Norton, 1945, 
p. 230. 
5 For extended treatment consult chs. XI and XII of Fenichel’s work. The stu- 
dent familiar with German will profit by reading Paul Federn’s account of hysteria in 
the following volume: Das psychoanalytische Volksbuch (P. Federn and H. Meng, eds.). 


Bern, Hans Huber, 1939, PP- 459-474- 
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repressed unconscious impulses. Both concepts have reference to the loss of 
control indicated by the hysteric's abnormal anxiety, or his inability to see, 
or hear, or move an arm, despite the structural integrity of the organs con- 
cerned. However, in Freud’s opinion the concept of dissociation was more 
descriptive than explanatory of such loss of control. By introducing the 
concept of a dynamic unconscious he endeavored to explain the rationale 
of the hysteric’s symptoms. 

As might be expected, the psychoanalyst views hysterical manifesta- 
tions as the product of a conflict between unconscious but nevertheless ac- 
tive impulses of a primitive or unsocialized kind, and the more sophisti- 
cated or socialized ones, symbolized by the notion of superego and ego 
impulses. The struggle often centers around infantile or immature sex 
urges, or psychological derivatives of such urges. The hysterical symptom 
is to be understood either as a displaced expression of the repressed urge, 
or as a consequence of the repressing forces, or sometimes as a compromise 
between the two sets of forces. To cite some simple examples: The hyper- 
kinetic symptom of a compulsive urge to purse one’s lips might in some 
cases be a displaced expression of the impulse to register disgust by pro- 
truding the tongue. An hysterical blindness might in given cases be the 
result of an unconscious desire to play the role of Peeping Tom. The blind- 
ness would be a defense against this kind of temptation. Similarly, some 
hysterical contractures might be interpreted as a compromise between the 
impulse to carry out a tabooed act and the counter-impulse to inhibit it. 

It should now be clear that for the psychoanalyst hysterical phenomena 
are bound up with the dynamics of unconscious complexes. The latter, it 
will be recalled, are affectively toned ideational systems. Being affectively 
toned means that energy is involved. It is this energy of repressed emotional 
processes that clamors for an outlet, figuratively speaking. 

But there are only two general ways by which the energy of the re- 
pressed material can be released: one is through consciousness itself, and 
the other is through the motor or organic pathway. Direct expression 
through either path is, however, impossible because of the great mass of 
inhibitions. During sleep there is some relaxation of the inhibiting mecha- 
nisms. Then the complex gives rise to the highly disturbing dreams of the 
psychoneurotic. Aside from expression in the dreams of normal sleep and 
perhaps in daydreams, there may also be disturbances of the waking con- 
sciousness, Or sensorimotor intrusions, Such dream-like disturbances of the 
waking consciousness account for the hysterical seizures. Similarly, the 
sensorimotor intrusions serve to account for the hysterical contractures, 
paralyses, anesthesias, tics, and tremors. 

So far, the theory as presented has accounted for the pathogenesis of 
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the psychoneurotic personality and for the energy of the hysterical mani- 
festation. It remains to account for the form of the hysterical symptoms. 
It will be recalled that both ideational and affective content is assumed to 
characterize repressed impulses, and that the affect may be displaced to 
associated ideas and through these associated ideas, which seem harmless, 
find expression in consciousness. This sort of displacement gives rise to an 
obsession. An hysterical seizure of the somnambulistic type differs from an 
obsession only in the fact that the ideas in the somnambulism, instead of 
being incidental, force their way to the focus of consciousness, and more 
or less completely dominate it for a time. Their great energy may be at- 
tributed to a greater emotional involvement. 

The ideas which are thus forced into consciousness, creating the som- 
nambulism, are not the mere memories of a traumatic experience dissoci- 
ated by the shock of the experience, as Janet thought, but are ideas to 
which the affect of a repressed complex has been displaced. According to 
this psychoanalytic theory, the discovery of the nature of the dissociated 
ideas which dominate during the seizure is no more an explanation of the 
somnambulism than the mere recording of the content of a dream could 
be an explanation of the dream. The explanation lies behind the content 
of the somnambulistic consciousness, and may be of a very different nature. 

In addition to displacement, the affect may find expression through the 
motor or organic path. This is known as conversion hysteria, because it was 
supposed originally that a psychic affect was converted into a physiological 
phenomenon. The concept of conversion also carries with it the implica- 
tion that the form of the organic disturbance is a symbolic expression of the 
repressed complex, or the expression of a protective wish. An hysterical 
vomiting, for instance, is reported to be the symbolical expression of a de- 
sire to be rid of something repugnant; again, an hysterical paralysis or 
mutism may make possible the indirect satisfaction of a repressed wish. 
This is the explanation for the hysterical paralysis following a therapeutic 
immobilization. The patient really does not wish to get well. The same 
may be said of an hysterical anesthesia. The belle indifference of the hys- 
teric mentioned by Janet can now be understood. The patient is not 
troubled by the hysterical symptom because it is actually the realization of 
a wish. Often this wish can be interpreted as an unconscious desire to 
capitalize on symptoms of illness or disability. Such epinosic or secondary 
advantages accruing from sickness are by no means uncommon. The sick 
person is made to feel important, is coddled, and excused from routine 
chores, An invalid can dominate a family by clamoring for attention and 
special consideration. In this way the threat of symptoms becomes a tech- 


nique of social control. 
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Broadly considered, the psychodynamics of hysterical behavior may 
thus be viewed as involving the unconscious utilization of disabling symp- 
toms for purposes of achieving personal objectives. Such disabling symp- 
toms may involve any organ, organic system, or mental process, as the 
preceding pages have indicated. The mental dynamism exemplified by hys- 
terical behavior may be understood as an habitual and intensified version 
of the not uncommon human tendency to employ symptoms of physical 
disability as excuses for failure or lack of accomplishment. A slight head- 
ache may suffice as an alibi for failure to report for work. The concert 
pianist may attribute his poor performance to a stuffy nose. Memory failure 
is often the excuse given by some students for low grades. In brief, mental 
and physical disabilities when genuine are commonly accepted as excul- 
pating factors in everyday life. The hysteric may be thought of as having 
recourse to such self-exculpating procedures in order to resolve his per- 
sonal conflicts. 

What Freud made clear was the psychological relationship between the 
precise form of the hysterical disability and the underlying conflict. For 
him the symptoms or disabilities bore a symbolic relationship to the usu- 
ally unconscious or repressed features of the conflict. Sometimes the con- 
flict may become so pervasive as to include vast segments of the hysteric’s 
personality, as in the case of the somnambulistic episodes. The amnesia 
following such episodes illustrates not only Janet’s emphasis on dissocia- 
tion, but also Freud’s stress on repression as a conflict-solving maneuver. 
Not being able to recall unpleasant or illicit impulses or thoughts may be 
an unconscious defensive maneuver. The memory disability serves to free 
the hysteric from guilt-inducing feelings of responsibility for his somnam- 
bulistic adventures, or for his conduct during a fugue state. But such wide- 
spread cleavages in personality organization may be better understood by 
considering those relatively rare instances of inadequate personality synthe- 
sis known as multiple personality. Although related to the psychology of 
hysterical behavior, multiple personality has sufficiently distinctive issues 
bound up with it to justify devoting a separate section to the subject. 


MULTIPLE PERSONALITY 


Fictionized discussions of multiple personality have given rise to scien- 
tifically dubious and distorted notions regarding its nature. Stevenson’s 
story of Dr. Jekyll and Mr. Hyde is the prototype of such literary portray- 
als. From the standpoint of abnormal psychology it is advisable to approach 
the subject without such dramatic presuppositions. It will be closer to fact 
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to think of multiple personality as an extreme form of hysterical dissocia- 
tion, or what Cameron * has recently designated as “ hysterical autonomy." 

Such extreme forms of hysteria are very rare. According to a recent 
survey of the literature by Taylor and Martin,’ there are only about 150 
authentic cases of multiple personality on record. Even this estimate may 
be too high if the concept is defined rigidly enough to tule out all cases of 
hysterical fugue states. However, for present purposes it may be taken as 
a fairly reliable first approximation. 

Some General Considerations. Traditional accounts of the genesis and 
nature of the concept of selfhood ordinarily allude to certain features 
which may appear to have some bearing on the concept of multiple per- 
sonality. It is often pointed out, for example, that young children develop 
imaginary playmates with whom they interact in seemingly realistic 
fashion. The imaginary playmate is talked about as if he were real, and as 
if he had genuine needs and desires. Upon superficial observation it might 
seem as if such a playmate were an alter ego of an unusually imaginative 
child. Is such a supposititious alter ego to be viewed as a secondary per- 
sonality? Troubled parents of such a child may on occasion view the phe- 
nomenon as if it were indicative of the beginning of such an abnormal 
cleavage. However, such fears are groundless. The phenomenon in question 
belongs in the category of normal make-believe or childish role-playing, and 
is not to be interpreted as having any implications for abnormal psychology. 

It will also be recalled that the study of the self as presented in text- 
books of general psychology renders the increasing complexity of the or- 
ganization of the ego evident by referring to the multiplicity of roles the 
normal adult comes to play with the acquisition of social maturity. Some 
authors venture to drive this home by speaking of the self as “a bundle 
of selves.” Despite the literal meaning of this phrase this usage is not in- 
tended to indicate a parallel between the complexity of the normal self and 
the abnormality of multiple personality. It is merely their intention to call 
attention to varied habit systems brought into play as one shifts from one’s 
role as genial host to that of meek subordinate in a business organization, 
or from that of stern disciplinarian of a rebellious son to that of protective 
husband, or friendly neighbor, or partisan politician, or loyal churchman, 
et cetera. In other words, within the course of several hours a man may ex- 
hibit many different aspects of his personality, as his behavior conforms to 


changing stimulus situations. From the descriptive viewpoint it might be 


9 Cameron, N., The Psychology of the Behavior Disorders. Boston, Houghton 


Mifflin, 1947, p. 365. [ 
1 Taylor, W., and Martin, M., “ Multiple Personality,” J. abnorm, soc. Psychol., 


1944, 39, 281-300. 
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convenient to employ a word like “ self” in connection with such different 
aspects by referring to the man's recreational self, or his business self, or 
paternal self, or religious self. In this sense some psychologists have main- 
tained that the self of the normal adult is really a multiplicity of selves. 
But, as has already been stated, this is different from what is implied by 
the concept of multiple personality. 

Neither pathological dissociation nor conflict-inducing repression is in- 
volved in this kind of shift from one social role to another. The essential 
unity of the self is not disrupted as man responds to the demands of differ- 
ent social situations. There is no amnesic hiatus marring the continuity of 
his daily experience. It is the same self which has assumed these varied 
responsibilities and comes to play these differing roles. Figuratively speak- 
ing, there is an imbrication of overlapping memories holding the self 
together even when two of its roles chance to be radically divergent. This 
holds true for the normal person. It also helps to explain why such a person 
is sometimes described as well integrated. Poor integration suggests a more 
or less serious degree of psychopathy. Another way of putting this is to say 
that both neurotic and psychotic patients exhibit disturbances of person- 
ality integration. They have trouble maintaining an effective synthesis of 
their divergent roles. Some of these patients have already been described 
in the chapter dealing with memory disturbances, as well as in the present 
account of psychoneurotic disorders. However, isolated symptoms of am- 
nesia, obsessive-compulsive trends, phobias, somnambulisms, or even fugues 
are not to be taken as signs of multiple personality, even though the last 
two hysterical symptoms bear a close relationship to the condition in 
question. 

Differentiating some fugue states from cases of multiple personality 
may sometimes be difficult. In general, if the patient is acting out a single 
episode of his life by wandering away from his home, and is amnesic with 
respect to his past life, the condition is more likely a fugue state. In mul- 
tiple personality more than a single episode is involved. ‘There is a more 
complex organization of one set of dispositions around a central focus of 
the self, in contradistinction to a rival set of dispositions organized about 
a second central focus, 

Hypnosis and Multiple Personality. As was brought out in Chapter 9, 
it is possible to induce in certain hypnotized subjects all the traditional 
symptoms of hysterical dissociation. The functional paralyses, anesthesias, 
amnesic episodes, tics, and contractures can all be elicited by suggestion. 
The close similarity between hypnosis and hysteria has long been known. In 
fact, James Esdaile, one of the early students of hypnotism or “ mesmer- 
ism,” in a small yolume first published in 1846 stated that “ Mesmerism 
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very closely resembles Hysteria.” Later in the century, Charcot identi- 
fied hypnotizability with the existence of an hysterical predisposition. Al- 
though this teaching is no longer accepted, all of its implications are not 
to be discarded.® 

Hypnosis does serve as a means of experimental demonstration of the 
kind of functional disability observed in clinical cases of hysterical disturb- 
ance (see Chapter 9). Even the factor of role-playing, so conspicuous in 
multiple personality, has its hypnotic counterpart. In fact, not so long ago 


8 Esdaile, J., Mesmerism in India and Its Practical Application in Surgery and Medi- 
cine. Chicago, The Psychic Research Co., 1902, p. 114. This classic in the history of 
hypnosis, although often mentioned in the literature, is not often studied by contem- 
porary psychologists. Despite its fantastic theorizing, it contains some valuable experi- 
mental suggestions. For example, in describing his procedure for inducing a trance deep 
enough to permit major surgery devoid of accompanying pain, Esdaile reports the need 
for protracted effort to get a “ comatose” level of relaxation in most cases. In his own 
words: “ No trial under an hour should be reckoned a fair one; two hours are better; and 
the most perfect success will often follow frequent failures . . ." (ibid., p. 91.) 

9 To explain why they are not to be discarded would call for a rather extensive di- 
gression. Nevertheless, for the benefit of the earnest student of abnormal and clinical 
psychology the reasons in question ought to be touched upon even if they have to be rele- 
gated to a footnote. Among these reasons is the so-called triadic hypothesis. In accord- 
ance with this hypothesis, hypnotizability as a personality trait is associated with two 
other traits, namely, a proneness to dispose of troublesome ideas by repressing them, 
along with the tendency to accept frustration with a minimum of hostility toward one- 
self or toward outsiders. Stated more technically, the triadic hypothesis assumes that 
hypnotizability, ego-defensiveness by repression, and impunitiveness are inter-related. 
Impunitiveness or the absence of hostile'impulses toward self or others may be but an- 
other way of referring to what Janet called la belle indifférence of the hysteric. That 
Freud's concept of repression is not unrelated to Janet's concept of dissociation has al- 
ready been mentioned. To find a contemporary psychologist like Rosenzweig linking 
both impunitive and repressive traits with hypnotizability helps to justify re-evaluation 
of Charcot’s teaching regarding the close association between the latter and the per- 
sonality of hysterics. For some experimental support for the triadic hypothesis see 
Rosenzweig, S., and Sarason, S., “An experimental study of the triadic hypothesis: re- 
action to frustration, ego-defense and hypnotizability,” Char. © Pers., 1942, 11, 1-19. 

One other reason for not discarding all of the implications of Charcot's teaching is 
to be found in Sarbin's study of hypnotizability, in which he grouped his subjects into 
those who lapsed into a light trance as opposed to those who exhibited the deep trance 
behavior of somnambulists. All of his subjects were given the Minnesota Multiphasic 
an instrument which is standardized on the basis of patterns of 
response to some five hundred questions as given by various categories of patients such 
as schizophrenics, hysterics, paranoids, etc. Interestingly enough, Sarbin found that the 
scale for hysterics was the only one which revealed a significant difference between his 
light and deep trance groups. Sarbin perceived a relationship between this finding and 
Charcot’s theory of hypnosis as a form of hysteria. But none of Sarbin’s subjects were 
selected as or known to be psychiatric patients. Accordingly, Sarbin could only conclude 
that “ the good hypnotic subject and the hysterical patient have something in common.” 
What they seem to have in common in his opinion is the “ role-taking aptitude ” dis- 
cussed in the present section. (Sec Sarbin, T. R., “ Contributions to role-taking theory: 
I, Hypnotic behavior,” Psych. Rev., 195°, 57; 255-270.) 
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R. W. White © suggested that the phenomena observed in the course of a 
hypnotic demonstration vary with the subject's understanding of what is 
expected of him. In terms of this hypothesis the hypnotized subject is 
actually playing a role. This does not mean that hypnosis involves a specics 
of malingering. White seems to mean, on the contrary, that the subject's 


Ficure 19. These figures were sketched by an hysterical patient to 
represent antithetic trends in his personality. They may be viewed as 
graphic portrayals of the clash between unreconciled groups of im- 
pulses. ‘The porcine figure at the left, the patient explained, stands for 
his animal self, while the censorious, beaked figure at the right symbol- 
izes his vigilant, moral self on guard to keep the “ beast " under con- 
trol. This sketch may thus be interpreted as suggesting the kind of 
inner conflict which may give rise to the cleavage of personality de- 
scribed as dual personality. 


understanding of what is expected of him determines the degree to which 
he can lose himself in the role assigned to him by the operator. 

The hypnotized subject is not, as popularly held, the helplessly passive 
victim of all that the hypnotist suggests. He is not only acting, but reacting. 
This is what Erickson and Hill © have reference to in describing hypnosis 
as “a peculiar psychological state which permits the subject to reassociate 
and reorganize his inner psychological complexities in a way suitable to 
the unique items of his own psychological experiences.” The bearing of 
such a formulation on the psychology of multiple personality will be clearer 


10 White, R. W., “ A preface to the theory of hypnotism,” in Contemporary Psy- 
chopathology (S. S. Tomkins, ed.). Cambridge, Harvard Univ. Press, 1944, ch. 36. 

11 Erickson, M. H., and Hill, L. B., “ Unconscious mental activity in hypnosis — 
psychoanalytic implications," Psychoan. Quarterly, XIII, 1944, pp. 60-78. 
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after we have considered a few classical cases of these extreme forms of 
hysterical autonomy. 

For the present it must suffice to mention the fact that in the literature 
of multiple personality one comes across repeated references to the influ- 
ence of hypnosis in revealing the existence of secondary personalities. In the 
famous Beauchamp case, to be considered very shortly, Morton Prince, 
the investigator, reported that one of the secondary personalities appeared 
while he had another personality hypnotized. The patient suddenly 
“awoke” from his trance condition, but exhibited a very different person- 
ality in the “aroused” state. One psychologist, to cite a second example, 
had occasion to employ hypnosis in the treatment of a young college stu- 
dent. This student was intellectually superior in many respects, but had 
great difficulty in getting along with his fellow students. On one occasion, 
upon being given the routine suggestion to “wake up,” he behaved in un- 
expected fashion. He began to pout, to talk childishly, and to whine. In 
the light of his case history it seemed clear that his adjustment difficulties 
to a large extent were a function of the unconscious persistence of the 
personality organization of his early childhood following a traumatic 
experience on the school playground. An especially revealing instance of 
the emergence of a secondary personality in the course of hypnotic ex- 
perimentation is reported by Erickson and Kubie.? This case also dealt 
with a college student whose secondary personality was the product of a 
terrifying childhood experience to be considered in some detail later. 

The fact that both hypnosis and hysteria involve the loss of control 
implicit in the concept of dissociation is clearly exemplified in these cases 
of multiple personality investigated by hypnotic techniques. In the case 
reported by Erickson and Kubie, for example, the college student was alto- 
gether unable to recall the terrifying experience around which the second- 
ary personality was organized. It is this sort of amnesia which illustrates the 
meaning of pathological dissociation. In this connection, Erickson and 
Kubie raise an interesting question. They ask whether such dissociation 
might not be more frequent than is commonly suspected. Aside from a 
phobia having to do with open doors, their hypnotic subject had no mani- 
fest symptoms of abnormality. She appeared to be like the average, normal, 
well-adjusted college student. Neither she nor her friends had any ink- 
ling of a secondary personality lurking in the psychological background. 
Bringing it to the surface was altogether a chance product of events ob- 


served during hypnosis. 


12 Erickson, M. H., and Kubie, L. S., “The permanent relief of an obsessional 


phobia by means of communications with an unsuspected dual personality,” Psychoan. 


Quarterly, 1939, 8, 471—501. 
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As the authors point out, the use of hypnosis for the purpose of study- 
ing multiple personality, although mentioned by earlier investigators, is 
really a neglected experimental lead. Erickson and Kubie attribute this 
neglect to the possibility that many reputable scientists have been reluc- 
tant to employ hypnosis because of its exploitation by vaudeville perform- 
ers, It is of more than historical interest that the general relationship under 
discussion was already perceived by Freud and Breuer. As Erickson and 
Kubie '* show, these pioneer students of the psychology of hysteria years 
ago stated “ that the splitting of consciousness, so striking in the familiar 
classical cases of double consciousness, exists rudimentarily in every hys- 
teria, and that the tendency to dissociation, and with it the appearance of 
abnormal states of consciousness which we comprise as ‘hypnoid’ are the 
basic phenomena of the neuroses.” For Freud and Breuer, in other words, 
neurotic behavior was similar to or identical with the kind of behavior 
Janet had attributed to dissociation. ‘They also noted the close relationship 
between the phenomenon of dissociation, and the mental state of the 
hypnotized subject as well as that of the victim of “ double consciousness." 
What this implies for the understanding of multiple personality will be 
seen more readily if we turn our attention to a review of some actual cases 
of this extreme form of hysterical dissociation. 

The Beauchamp Case. Every student of abnormal psychology should 
become familiar with one of the most celebrated cases of multiple per- 
sonality, commonly referred to as the Beauchamp case, and often used as 
a sort of textbook model in discussions of this manifestation of hysterical 
dissociation. This case was first reported early in the century by Morton 
Prince," who devoted many years of study to multiple personality and 
allied abnormal states. 


Miss Beauchamp was twenty-three years old when Prince met her for the 
first time. Her hysterical symptoms were already fully developed, and became 
explicable only as Prince proceeded with his analysis and came to perceive the 
relationship between these symptoms and the salient facts of her personal his- 
tory. Psychologically considered, this history is particularly interesting because 
in many respects it is akin to what many specialists would regard as character- 
istic of the childhood of schizophrenic patients. And yet Miss Beauchamp be- 
came an hysteric and not a schizophrenic. It will be well to bear this case in 

18 Loe. cit., p. 503. 

14 Prince, M., The Dissociation of a Personality. New York, Longmans, Green, 
1906. His other writings are scattered in books and journals, but, fortunately for the stu- 
dent, his essential contributions have been assembled in the following volume: Prince, M., 
Clinical and Experimental Studies in Personality (A. A. Roback, ed.). Cambridge, Mass., 
Sci-Art Publishers, 1939. Chapter VII supplies a convenient summary of the Beauchamp 
case. Incidentally, the latter name is to be pronounced BEECHAM. 
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mind when the psychogenesis of schizophrenia is being considered. Prince re- 
ports that Miss Beauchamp “ was a dreamy and visionary child” whose early 
life was lonely and isolated. During her long school vacations, for example, she 
would retire to the garret and devote herself to books and “ day-dreams and 


Ficurr 20, Morton Prince (1854-1929), founder of the Journal of 
Abnormal and Social Psychology, 1906, and of the Harvard Psycho- 
logical Clinic in 1927. 
visions.” She was, to use Prince’s phrase, * shut within herself " and preoccu- 
pied with her emotionalized daydreams. Her life of fantasy colored her grasp of 
reality so that “ she did not have a true conception of her environment.” Being 
so cut off from social contacts and concerned with her own problems she came 
to work out her own notions of human behavior, in seeming ignorance of com- 
mon-sense principles of such behavior assimilated by the average, normal child. 
In reconstructing the history of her psychological development, Prince 
stressed three “ dominating dynamic factors " which had an important bear- 
ing on the emergence of the hysterical autonomies. One had to do with the 
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worship of the Madonna and Christ; the second with her devotion to her 
mother; the third was an outgrowth of the first two and concerned Miss Beau- 
champ's attitude toward self in terms of the concept of saintliness. Let us con- 
sider these three factors in order. 

Because of her lonely, unhappy childhood Miss Beauchamp resorted to a 
mystical kind of religious devotion, in which she would sometimes experience 
a vision of Christ or the Madonna as the climax of her devotional ecstasy. Such 
visions proved comforting and made for a very direct personal relationship be- 
tween herself and that which the visions personified for her. Under the cir- 
cumstances, more than customary religious meditation or communion was in- 
volved. She seemed persuaded that she was having direct, face-to-face experience 
with divine beings. Such mystical experience engendered attitudes of adoring 
veneration, reverent love, and saintlike aspirations. 

The second factor, devotion to her mother, was not unrelated to the first. 
She was “ terrified by the appearance of her father,” but came to adore her 
mother, even though she felt that her mother had no tremendous affection for 
her. At all events, there was this extreme identification with the mother image 
and in time, as might be expected, some fusion of the sentiment about her 
mother with the kindred sentiment about the Madonna. In fact, as Prince put 
it, “ her mother became her Divinity.” 

Out of this extreme attachment for her mother there developed the third 
complex of traits already referred to as saintliness. This complex was at first not 

_ so much religious in its derivation, as a result of her coming to feel that by 
deliberately cultivating the ideal of being perfect in character she could safe- 
guard her mother from the threat of what, for some inexplicable, reason she 
believed to be some impending danger. In her autobiography Miss Beauchamp 
states quite explicitly that “ it was not perfection as an end that she strove for, 
but perfection as a means of attaining something else.” The goal in question 
was, of course, the safety of her mother. To accomplish this she repressed all 
ideas, impulses, or feelings that failed to square with her rigorous standards of 
an ethically perfect individual. During this period her mother was stricken with 
an illness which later proved fatal. When this happened the daughter held her- 
self responsible for the illness. In terms of her outlook the illness was due to 
her failure to live up to her self-imposed ideal. This ideal, it should be noted 
again, implied that disobedience, failure to be honest at all times, becoming 
angry, acting selfishly or rudely were manifestations of wickedness or sinfulness 
to be rooted out by such rituals as prayer, fasting, and the cultivation of self- 
denying virtues. All this made for attitudes of meekness and submissiveness. 

The original account of this case covers almost six hundred pages, and it is 
not easy to compress the relevant clinical facts into a coherent whole within a 
short space. Of necessity, the present summary of the interplay of this back- 
ground material is not altogether adequate for a full understanding of the case, 
but it is to be hoped that it will at least be sufficient to supply the beginnings of 
such an understanding. 
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In the light of what has already been presented one can readily appreciate 
the severity of the shock undergone by the patient when her mother died. The 
patient was a girl of thirteen at the time. For the next three years she lived 
with her father, under circumstances of stress and emotional bleakness. By the 
time she was sixteen years old she could no longer tolerate this stress and ran 
away from home. Subsequently she became a hospital nurse, and when she was 
eighteen found herself very much interested in a man whom she came to wor- 
hip as a “ being of superior order.” She not only idealized him, but thought of 
him as a messenger from heaven or even a kind of “ divinity.” He was much 
older than she, so that it is easy to understand the development of attitudes of 
almost naive trust and childlike confidence. The role she attributed to him 
was, of course, a very unrealistic one. 

One night at the entrance to the hospital she experienced a devastating 
shock, when by initiating some love-making the man failed to conform to his 
role of idealized divine messenger. The shock may have been intensified by the 
attendant circumstances, for the amorous episode occurred during a violent 
thunder storm. Flashes of lightning afforded her momentary glimpses of her 
companion’s face, and she seems to have been horrified by what she saw. It 
was altogether at variance with her mystical idealization of the man, and the 
consequences were catastrophic for her. Within the next few days there was a 
marked change in her behavior. She became a brooding, abnormally religious 
person who kept pretty much to herself by taking solitary walks in the fields by 
day and along the hospital wards at night. As Prince interpreted this reaction, it 
was a consequence of two disillusioning experiences. Not only was she shocked 
. by the collapse of her trust in the man, but she may also have been disturbed, so 
Prince inferred, by the erotic tensions his overtures aroused in her. At all events, 
this traumatic episode marked a turning point in her psychological history. 
Broadly considered, this turning point can be viewed as ushering in the 
second chief epoch in the patient's life. It marked the definite emergence of 
the secondary personality which had been incubating during the preceding 
years of stress. This personality Prince came to label B I or the “ Saint." To 
the people around her B I was still Miss Beauchamp. They did not perceive the 
change in her inner life precipitated by the shock induced by the man's ro- 
mantic ardor. This change became clear only years later, with the emergence of 
a still different subordinate personality to which Prince referred as B IV, or the 
“ Realist” or the “ Woman.” In many respects B IV was antithetic to B I, 
and manifested none of the characteristics of saintliness and none of B I's un- 
certainty and hesitation. Instead, B IV was self-assertive, casily aroused to anger, 
willful, resolute, and ready to fight for her rights. Accordingly, the make-up of 
B I, the Saint," is to be understood as the outcome of what was left of Miss 
Beauchamp's personality organization after she had repressed those impulses 
which in the course of time became organized into personality B IV. There re- 
mains one complicating feature in the guise of a still different group of im- 
pulses of a more childish, mischievous, impish kind whose independent exist- 
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ence came to light later. This Prince numbered B III and referred to as the 
* child," or more often as “ Sally.” Sally must be mentioned here because the 
story cannot be told without reference to her at this time, even though Prince 
did not discover her until years later. 

B I, the “ Saint,” was dominant over a period of six years, or until the pa- 
tient was twenty-four years old. Miss Beauchamp was twenty-three when she 
first came under Dr. Prince's care, so that he was really introduced to B I5 in 
his initial contact. During this period B I entered college and got along fairly 
well despite ill health and trouble, as was brought out later, provoked by the imp- 
ishness of Sally. However, in 1899 she experienced a second shocking experi- 
ence, not altogether unrelated to the one which had occurred outside the hos- 
pital in August, 1893. This traumatic episode revived the first because it 
involved the receipt of a letter the contents of which reactivated her memory of 
the 1893 experience. It was more than a casual recall of a distressing event. 
As a matter of fact, she became very excited and seemed to have an hallucinated 
duplication of what she had undergone six years before. She could see the writer 
of the letter standing outside the hospital and could hear him talking as he had 
at the time. When Prince examined her immediately after this he found her 
agitated, depressed, and showing the effects of exhausting strain. It seemed dif- 
ficult for her to talk and she appeared to be in a quasi-delusional condition. And 
then " suddenly, and without apparent cause, an extraordinary change came 
over her." Her agitation subsided. She acted like a normal, sociable, untroubled 
person. This was the new personality, B IV, or the “ Realist.” 

Prince felt justified in regarding the “ Realist ” as a new personality because 
not only did the behavior characteristic of B I, the “ Saint," vanish or become 
latent, but there was amnesia for all of the events covering the six-year period 
from 1893 to 1899. The “ Realist " could recall the events of Miss Beauchamp's 
life up to the shocking experience, but not the experience itself. Consciousness 
for B IV was resumed from the time of the second traumatic episode following 
the receipt of the letter. B I and B IV thus had a fund of common memories 
dealing with the first eighteen years of the patient's life, but did not share the 
memories belonging to the next six years. Those memories belonged to B I and 
were not accessible to B IV. 

Despite the fact of sharing many common memories, the two personalities 
were so different in character and tastes as to justify Prince's interpretation that 
two organizations of the self-concept were involved. By way of clarification a 
few of these differences might be presented. The “ Realist,” unlike the 
" Saint," was reluctant to attend church or to read religious books. While the 
latter had no interest in world affairs, the former was an avid reader of news- 
paper reports of such events. In brief, the “ Saint” was shy, benevolent, con- 
siderate, altruistic, idealistic, rather sickly, inclined to be self-effacing, and espe- 
cially nice to youngsters and the aged. The “ Realist,” on the other hand, was 


15 This may explain why Prince used the symbol B II to refer to what he later 
came to regard as the normal, integrated personality. 
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energetic, self-assertive, readily aroused to anger, not at all fond of children and 
old people, and, in general, disliked what the “Saint” liked. For nearly a 
whole year the patient exhibited an alternation of these contrasting person- 
alities. When B I was dominant, B IV was in abeyance, and vice versa. Further- 
more, there was reciprocal amnesia for these alternating periods. 

What in some respects constitutes the most interesting of Miss Beauchamp’s 
secondary personalities has not yet been discussed. This was labelled B III by 
Prince, and discovered shortly after he began his work on the case after he 
had hypnotized B I. This new personality insisted she was different from the 
“ Saint " and referred to the latter as “ she " and to herself as “I.” In fact, she 
gave herself a separate name and said she was “ Sally " Beauchamp. Now Sally 
was not just the equivalent of a hypnotized B I personality. For the most part 
Prince was of the opinion that the hypnotized B I was not too different from 
the “ normal ” personality or B II. Sally was very different from B I, B II, and 
B IV. In fact, during hypnosis there were frequent alternations between Sally 
and B II. As has already been stated, Sally was an impish, childlike personality, 
she was mischievous and liked to tease. She also gave evidence of knowing what 
B I was thinking and doing. She could read the thoughts of the “ Saint” and 
sometimes succeeded in controlling her actions, much to the “ Saint's" dis- 
comfiture. The fact that Sally was subconsciously in touch with outside events 
at the same time in which B I was dominant and consequently even more mani- 
festly in touch with such events, was largely responsible for Prince’s recognition 
of a new variant of abnormal personality organization. He termed this new vari- 
ant coconsciousness. This term has now come to refer to two coexisting person- 
alities activated simultaneously. In the present instance Sally and B I were 
coconscious. Furthermore, since on occasion Sally also shared some of B I's 
thoughts, Sally might also be designated as an intraconscious personality at the 
time such sharing was taking place. 

In the further course of the investigation the autonomous nature of Sally's 
interests and actions became increasingly evident. When B I read material too 
difficult or dull for Sally, the latter ceased to participate in the reading and 
concerned herself with an independent train of ideas. According to Sally, she 
had no great fondness for B I. This dislike induced her to annoy and torment 
B I by compelling her to do things repugnant to B I’s esthetic and ethical stand- 
ards. For example, she forced B I to indulge in falsehoods, or to experience dis- 
turbing visual hallucinations. She also made B I keep rubbing her closed eyes 
in a manner suggestive of a forced automatic movement. Prince came to in- 
terpret this maneuver as an effort on Sallys part to enlarge the scope of her 
sensory experience, because up to this time Sally had been present only when 
the patient's eyes were closed. Eventually, Sally succeeded in getting the eyes to 
open, and after this her strength as a separate personality seemed to be greater. 
Now she made herself known not only during periods of the hypnotic trance, 
but also at other times, especially when Miss Beauchamp was tired. This 
amounted to Sally’s dominating the scene to an everincreasing extent. She 
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seemed to have more control over B I and her teasing behavior became more 
extreme. She would write messages to B I of a disturbing nature. To cite an- 
other instance, she once grabbed a garment B I had been knitting and not only 
unravelled it, but then proceeded to twist the thread around articles of furni- 
ture in aimlessly impulsive fashion. In general, Prince concluded that Sally and 
B I were acting in opposition to one another, like two persons whose volitional 
impulses are in conflict. Usually Sally’s will seemed to be the stronger, and B I 
found herself doing things running counter to her desires. 

It should be clear now that Sally was an alternating personality with B I, and 
that even when B I was dominant Sally seemed to function coconsciously. 
However, when Sally was dominant, B I did not function coconsciously. This 
portion of the case illustrates one-way amnesia, in the sense that Sally could 
know many of B I's experiences, but B I could not gain access to the experiences 
belonging to Sally. Furthermore, Sally shared B I’s ideational life in selective 
fashion. B I's mature intellectual pursuits did not interest Sally. For example, 
B I could read French but Sally was unable to do so. 

By way of reminder that the case in question has something to do with 
hysteria, let us call attention to another difference between Sally and B I. When 
B I was dominant there were no sensory disturbances. However, when Sally 
was in control there was widespread cutaneous anesthesia, along with a disturb- 
ance of kinesthetic sensitivity if Sally closed her eyes. 

With the emergence of the “ Realist” or B IV the difficulties became more 
pronounced. Sally proceeded to try to play tricks on B IV just as she had on 
B I. Like the latter, B IV knew nothing of Sally's existence directly, but was 
aware of the consequences of Sally’s maneuvers and struggled to resist them. 
Incidentally, Sally was not able to read B IV's thoughts. In technical language, 
Sally was coconscious but not intraconscious with B TV. 

B IV evidently constituted a more vigorously self-assertive set of attitudes 
than those characteristic of B I. At all events, B IV was able to cope with Sally. 
Dr. Prince directed his efforts in the direction of bringing about a merger of 
B I and B IV by aiding B IV in her efforts to keep Sally suppressed. In fact, 
Sally herself reported a feeling of being “ squeezed ” at this time. There was a 
reduction in her ability to control the actions of B I. In the course of time B I 
and B IV came to be fused into a unified organization of personality trends, so 
that Prince regarded the resulting synthesis as a restoration of Miss Beauchamp’s 
normal personality. This restoration involved the elimination or “ death ” of 
Sally. There was no direct recall of her existence by Miss Beauchamp, except in 
terms of what she learned from Prince’s reports. Her knowledge of Sally was 
akin to the amused or incredulous reaction of a convalescent patient upon being 
told of his behavior during a delirious episode some days earlier. 


At the time of his original report of the case Prince had to put off any 
verdict regarding the permanence of the “ cure.” However, in a later pub- 
lication he reported that people often asked, “ Did Miss Beauchamp re- 
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main well, a complete, united personality?” He was able to render an 
enthusiastically positive verdict. In his own words, “ Miss Beauchamp not 
only has remained well, but, like the traditional princess in the fairy story, 
soon married and ‘lived happily ever afterward ’.” 

The Damon-Brown Case. Having summarized one of the earlier clas- 
sical cases of multiple personality, it may now prove instructive to consider 
a more modern case, to which some preliminary reference was made on 
page 285. This case is especially interesting because it was brought to 
light more or less by chance, in the sense that the patient never thought 
of herself as a patient and suffered from no serious maladjustment as a 
result of her initial symptoms. It was first reported in 1939 by Erickson 
and Kubie.'^ 


Miss Damon was a young college student seemingly well poised, whose only 
source of disturbance centered around the fear of having neglected to keep 
doors closed. Along with this fear went a compulsive need to make repeated 
checks of closets, lockers, animal cages, and the refrigerator, to assure herself 
that all latches and locks had snapped into place. Sometimes she would wake 
up at night so worried about the kitchen door that she would have to get up 
and make repeated trips to the kitchen in futile efforts to get rid of her phobic 
obsession. What appeared to be an unrelated additional factor, but one which 
eventually was scen to be of clinical significance, was her intense dislike of cats. 
She attributed this dislike to the fact that she had once seen a cat destroy some 
fledgling robins. 

There was at first no intention to treat Miss Damon as a patient. She had 
volunteered to serve as a subject in some demonstrations of hypnotic phe- 
nomena, and the first session resulted in the facile production of such routine 
results as catalepsy, levitation of the hand, and amnesia for what had been ex- 
perienced during hypnosis. In addition, by way of showing the effects of sug- 
gestion, Miss Damon was told that she would be called “ Miss Brown " when- 
ever the trance state was induced. 

At the close of this initial session nothing extraordinary was observed. How- 
ever, the following day Miss Damon's behavior at the office was manifestly ab- 
normal. She failed to attend to her office duties, and instead seemed preoccu- 
pied with some of the hypnotic phenomena of the previous day. She would 
bring about the automatic lifting of her hand by means of autosuggestion and 
seemed eagerly interested in this. Sometimes, when the hand reached the level 
of the shoulders, catalepsy seemed to supervene, and when this happened her 
facial expression would change. The prior look of fascination changed to one 


of horror and the general expression was that of a “ dissociated " patient. ‘The 


16 Erickson, M. H., and Kubie, L. S., “The permanent relief of an obsessional 
phobia by means of communications with an unsuspected dual personality,” Psycho 
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bodily signs of terror would then give way to relaxed, normal bodily function- 
ing, the hand would be lowered in response to an appropriate autosuggestion, 
only to have the sequence of hand levitation and catalepsy repeated throughout 
the day almost as if Miss Damon were being driven by a compulsion. When 
asked what made her behave in this fashion she tried to joke about it, and also 
took refuge in the excuse that as a student of psychology the experience might 
prove instructive. Her obsessive interest in these matters persisted the following 
day, and it was then suggested to her that she might be interested in some dif- 
ferent maneuvers, such as automatic writing. Although expressing lack of con- 
fidence in her ability to do so, she agreed to try it. Accordingly, the investiga- 
tors proceeded to resort to automatic writing in the hope of discovering what 
was behind Miss Damon’s seemingly uncontrollable preoccupation with hand 
levitation and catalepsy. 

Miss Damon was made comfortable and requested to read an article on 
Gestalt psychology with the intention of trying to summarize its contents later 
on. She was also instructed to ignore any additional comments or instructions. 
After she had started to concentrate on the reading her hand began to respond 
to the levitation suggestion. Then she was told to grasp a pencil and “ to write 
the reason for her interest in hand levitation and in catalepsy." After several 
repetitions of the latter request the writing began, although the reading pro- 
ceeded along with the writing. These discrete modes of behavior occurring 
simultaneously and involving two series of unrelated language symbols may be 
used to illustrate what Prince called coconscious processes. They also illustrate 
one meaning of the concept of dissociation. That both the reading and the 
writing were meaningful for Miss Damon despite the dissociation was soon 
made clear. In the first place, the almost indecipherable message she had 
scrawled touched off an intense emotional seizure. She seemed terrified and 
disturbed and expressed perplexity, because what she had read was not at all 
distressing. Then her anxiety subsided and she acted as if there was nothing to 
worry about. Upon being questioned she showed that she could supply a satis- 
factory account of what she had just been reading. 

Upon being reminded of the writing assignment, she asked whether she 
had carried it out. When she first glanced at the writing she seemed pleased 
and yet disappointed because of its scrawling illegibility. Neither she nor the 
experimenters could work it out satisfactorily. A repetition of the reading and 
writing instruction produced results essentially similar to the first attempt. She 
was then urged to try to read her own writing, and while thus occupied was 
given the whispered suggestion “ to write all the rest which is not yet written on 
the paper.” Automatic writing was then resumed, and a few lines were scrawled 
which were eventually, after several efforts to decipher the words, found to be 
very significant. Miss Damon seemed amused as she struggled with the words 
and laughed as she said, “ Did I really write that nonsense? ” She was told that 
she had, but at that moment her hand wrote the word “ No,” although Miss 
Damon seemed ignorant of what had been written. In fact, she was bending 
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over the desk so far at the time that it was not possible for the writing hand to 
be observed even in peripheral vision. The experimenter then pushed the in- 
quiry by asking a series of questions while the hand wrote the answers. It be- 
came obvious that Miss Damon was mystified by the questions. To one ques- 
tion the hand wrote, “ Damon doesn't know these things.” It was at this point 
that the investigators began to suspect the existence of a dissociated personality. 
As they asked questions orally, the answers would be written automatically. The 
following excerpt from the protocol, starting with a question referring to the 
just mentioned failure of Damon to “ know these things,” is worth quoting 
in full: 

“O: Why? A: Don't know, afraid to know. 

: Who? A: D (Damon). 

: Who does? A: Me. 

: Me? A: Brown. 

: Who? A: Me — Brown — B. 

: Explain A: D is D, B is B. 

: B know D? A: Yes. 

: D know B? A: No. No. 

B part of D? A: No. B is B; D is D. 

Can I talk to B? A: Are! 

: Talk to D? A: Want to. (If you want to.) 

How long have you been B? A: Always. 

What do you want? A: Help D. 

Why? A: D afraid. 

Do you know what D is afraid of? A: Yes; D no. 
Why? A: D afraid, forgot, don't want to know. 
: Think D should? A: Yes, yes, yes. 

: You know what it is? A: Yes. 

Why don't you tell D? A: Can't, can't. 

Why? A: D afraid, afraid. 

And you? A: Afraid a little, not so much." 


ICIQ 


All of the foregoing puzzled Miss Damon. She could not grasp the drift of 
the investigator’s questions and insisted on some clarification. 

Upon being informed of the relationship between the questions she had 
heard and the answers her hand had written, her perplexity gave way to a meas- 
ure of understanding as she exclaimed, “ Why that really must mean I have a 
dual personality.” To her amazement the hand then wrote the word “ Right.” 
Miss Damon then acted as if there actually were an independent personality con- 
trolling the writing and asked, among other questions, “ What is your full 
name? ” In reply the name “ Jane Brown ” was written. Subsequently, and this 
is of particular psychological interest, it was learned that the name Jane had been 
a favorite literary character during the subject’s childhood. As the investigators 
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acknowledge, the name of Brown was a recent and relatively unimportant addi- 
tion due to the chance suggestion made the first time hypnosis had been in- 
duced. 

Much additional questioning of Brown was necessary before the full story 
was finally pieced together. Miss Damon's terror was often so extreme as the 
investigation proceeded that there could be no question of her sincerity and of 
her ignorance of the facts eventually brought to light, not only by means of 
automatic writing, but also a special technique for activating dormant visual 
memories. The latter consisted of having Miss Damon gaze into a mirror during 
hypnosis for the purpose of searching for a visual image of the object of her 
terror. This technique is essentially similar to what is often called crystal gazing. 
An important clue was revealed when Miss Damon reported seeing her grand- 
father in the mirror. She was much agitated by this projected visual memory. 
At first the reason for her agitation was not at all evident, but as the complete 
story was eventually worked out the grandfather was seen to have played a 
central role in a terrifying experience dating back to the third or fourth year of 
the subject's life. At that time she had been lost and this had scared the little 
child. Her grandfather scolded her when she got home, and accused her of 
having left the door open. Since she had not left the door open, his accusation 
made her angry and, in her own words, “ afterwards T would leave doors open 
to spite him and I got my brother to do it too. Pantry door and icebox door. 
And grandfather laughed at me for getting lost, and then he told me, while 
I was still scared, about how he got lost and the muskrat got in the pantry and 
everything got upset, and I thought I did that. I was so scared I got my grand- 
father's story about him mixed up with my getting lost." 

"The recovery of these lost memories dating back to the patient's very early 
childhood made clear the fragmentary message which had first been produced 
automatically. It also served to explain her abnormal preoccupation with the 
idea of leaving doors open. Furthermore, the childhood incident with its con- 
comitant terror, although repressed, seems to have been retained by a secondary 
personality whose identity was fused with that of a favorite childhood fictional 
character. Prior to the chance induction of hypnosis Miss Damon had no inkling 
of the existence of this dissociated system of personalized ideas. Once the insti- 
gating episode was made clear to Miss Damon, the long-standing phobic re- 
action to doors disappeared and the investigators report that the welcome thera- 
peutic outcome “ has persisted over a period of years.” 


Parenthetically it might be added that this case is instructive not only 
because it demonstrates that one function of a dissociated personality may 
be the protection of the main personality from experiencing the terror 
aroused by the reactivation of a traumatic episode, but also because it 
demonstrates that some kinds of neurotic disability respond to relatively 
brief therapeutic efforts. Miss Damon’s obsessional phobia was cleared up 
not in a matter of months or years, but in a matter of hours. Of course, it 
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must be granted that this example of “ brief psychotherapy” was not so 
much the result of deliberate therapeutic planning as the outcome of the 
chance discovery of a secondary personality. How often failure to detect 
such a thoroughly repressed secondary personality interferes with thera- 
peutic progress it is impossible to estimate. Nor can anyone estimate the 
frequency with which this kind of hysterical dissociation occurs. It is rarely 
reported, but this may be due to the fact, as Erickson and Kubie suggest, 
that investigators have tended to overlook the possibility of its occurrence. 
Schizophrenia and Multiple Personality. To avoid possible misunder- 
standing, it should be stressed once again that the psychological phe- 
nomena subsumed under the caption of multiple personality are to be 
classified as neurotic disabilities. Stated more specifically, they are variants 
of the syndrome of hysteria. As the preceding cases made clear, hysterical 
dissociation stands out as a salient characteristic of these cases of split per- 
sonality. However, the latter phrase also suggests another kind of mental 
disorder, already referred to in preceding chapters, and one with which the 
general public is not unfamiliar. This is dementia precox or schizophrenia, 
described in greater detail in the next chapter. In the present context it 
suffices to state categorically that, taken literally, the word schizophrenia 
means “ split mind.” Accordingly, it might be in order to ask whether cases 
of split or multiple personality are not really the same as cases of schizo- 
phrenia. Actually the two diagnostic groups are quite different. Schizo- 
phrenia has to do with a disorder of psychotic import, and with cases that 
call for hospitalization and that fall within the purview of the legal con- 
cept of insanity. In terms of this concept it would be correct to refer to 
schizophrenic patients as insane, but not correct to say this about cases of 
multiple personality. 
The nature of the ^ splitting " is very different in the two sets of cases. 
In schizophrenia there is a loss of effective contact with the external world, 
as if the patient has withdrawn from or shut himself away from reality as 
it is known to the normal person. He seems to have retreated to a distor- 
e tends to live in a private world of his own — 


tion of this reality; hence h : ; 
a world characterized by delusion and hallucination. There is thus a split 
his inner world of the schizophrenic 


between the outer world of reality and t e s 
patient. This accounts in part for the relevance of a descriptive term like 


schizophrenia in referring to such patients. However, in the cases of hys- 
terical splitting just discussed there is no such warping of the world of 
reality. Whichever personality happens to be dominant at a given time is 
in relatively effective contact with the world as perceived by that person- 
ality. There is no delusional or hallucinatory misinterpretation of experi- 
ence as it is perceived or recalled. The splitting in question has to do with 
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the blocked or insulated nature of this recall. It is this that makes it patho- 
logical forgetting or amnesia, and that makes hysterical dissociation the 
central factor in cases of multiple personality. Such dissociation or am- 
nesia is not characteristic of schizophrenia. 


FicunE 21. This drawing was made by an hysterical patient after he 
had been hypnotized. It exemplifies the persistence of an unresolved 
erotic conflict in his life history. This becomes evident as soon as it is 
realized that the two human heads represent “ childhood sweethearts ” 
and that the animal figure is either a goat or a satyr. The latter animal 
is a not uncommon symbol for the driving force of male sexuality, just 
as the snake is often made to play a similar symbolic role. 


This constitutes, in brief, the generally accepted psychiatric differentia- 
tion between the concepts of schizophrenia and multiple personality. 
Whether the distinction is always so clear-cut in actual individual cases 
is open to question. As was pointed out in the discussion of the Beauchamp 
case" Prince described the early childhood of Miss Beauchamp in a 
manner reminiscent of many clinical descriptions of the early life of chil- 
dren who subsequently became victims of schizophrenic breakdown. The 
issues involved are more complex than this somewhat oversimplified ac- 


17 Pp. 286-293. 
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count indicates, and a few of these complexities may be introduced at 
this point. 

Complicating Factors. In some cases of multiple personality the nor- 
mality of the disparate personalities may differ. For example, in one case 
reported '* one personality was sane and the other insane. The sane one 
was described as “quiet, pious, and industrious,” while the other was 
* often violent . . . and at one time chopped an old woodcutter to death 
and drank his blood." In another case, one personality was lawabiding and 
the other criminal. This rare kind of Jekyll-Hyde manifestation occurred 
in a man who, depending on which personality was dominant, was either 
a “respectable lawyer” or a thief and swindler. Conflict with respect to 
sex roles may also serve as a basic line of cleavage. Janet once had a patient 
capable of simultaneous automatic writing with both hands, and when this 
kind of writing took place, the left hand produced a feminine script claim- 
ing to be the writing of a girl calling herself Aneta Glane, while at the 
same time the right hand was making large strokes characteristic of a man’s 
script, ostensibly the product of a disparate personality calling himself 
Daniel Raun. Still other lines of cleavage have been observed. As in the 
Sally personality of the Beauchamp case, one personality may be childish 
and the other mature, or one may be sick and the other robust. The latter 
eventuality is illustrated by a case of Goddard’s in which one personality 
was thought to suffer from an abscessed liver because of constant pain, 
which disappeared, however, when the rival personality was in the ascend- 
ant. In addition, mention might be made of a case reported by Barrett in 
1887, in which one personality talked Welsh and acted like a left-handed 
person, while the other was limited to English and used both hands ambi- 
dextrously. Here the dissociative process involved the accessibility of both to 
a given language and control of large muscle groups. 

A further complication has to do with the determination of the “ nor- 
mal” or “real” personality in a given instance of dual personality. It is 
not always simple to decide which phase is expressive of the “ original” 
self, so to speak. The one that is dominating most of the time might be 
taken as the fundamental self and the other as the subconscious, adven- 
titious self. This is one clue. Other clues are supplied by the bodily vigor, 
intellectual competence, and emotional maturity exhibited by the rival 
personalities. Nor are the disparate personalities always rivals in the sense 
of being in irreconcilable conflict, as the Jekyll-Hyde picture suggests. In 


18 These cases of multiple personality are most readily located by means of the ex- 
cellent bibliography supplied in the article by Taylor and Martin and mentioned in 
footnote 7 on p. 281. For the most part, the allusions to particular cases mentioned in 
the present section are taken from the accounts given by Taylor and Martin. 
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the Damon-Brown case, it will be remembered, the Jane Brown self was 
actually a sympathetic ally of the other self. Of course, in this case the 
primary self could readily be distinguished from the secondary one. Miss 
Damon exhibited a complex and intelligently applied repertoire of skills 
in her everyday life. Apart from the events associated with her phobia she 
was not maladjusted. Jane Brown, on the other hand, appeared as a very 
restricted intelligence, whose skills did not go beyond automatic writing 
and whose horizon did not seem to extend beyond the phobic difficulty. 

Interestingly enough, this problem of differentiating fundamental from 
adventitious personality organization was present in the first case of mul- 
tiple personality ever published. This is the case of Mary Reynolds, known 
to many students of psychology because it is discussed at some length in 
the famous chapter on The Consciousness of Self by William James.'* 
In this case, as James pointed out, the secondary character was superior to 
the first, and he regarded the latter as the morbid one. After a period of 
alternation between these two the “secondary " state began to prevail over 
the “primary,” until it became the permanent one. In fact, for the last 
twenty-five years of Miss Reynolds' life — she died at the age of sixty-one 
— the ^ primary " self was nonexistent. At all events the melancholy be- 
havior characteristic of her “ primary ” self no longer appeared. Instead the 
buoyant, cheerful manner characteristic of the “secondary ” self continued 
to dominate. In retrospect one may wonder whether this case was exclu- 
sively a product of hysterical dissociation, or whether it may not have been 
complicated by manic-depressive trends. 

The psychological factors involved in multiple personality are thus seen 
to be numerous and complex. They range from the concept of simple dis- 
sociation to those having to do with the organization and integration of 
any personality. Among the latter stress must be placed on the individual's 
identification with others, and on the way in which such identification 
comes to influence his own conception of himself and his role in the social 
scheme of things. In the normal individual some sort of unity is maintained 
despite changing identifications and shifts in personal outlook. A core of 
inner consistency serves to maintain stability and shunts out altogether 
incompatible role-taking inclinations. An adult person, for example, may on 
occasion find himself toying with the idea of having an acute personal diffi- 
culty eliminated by magical appeal to some imaginary guardian angel. If 
he is the kind of person who views such appeals as childish and supersti- 
tious, there will be no genuine acting out of the impulse in question. It will 


19 James, W., The Principles of Psychology. New York, Henry Holt, 1890, Vol. I, 


pp. 381-384. According to Taylor and Martin, the Reynolds case was first mentioned in 


the literature in 1817. 
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be tossed aside as a momentary whimsy. Should he be the sort of person who 
harbors a latent confidence in the reality of magic and miracles, he may 
be prompted to yield to the impulse. This may be the beginning of the not 
uncommon kind of “ normal” ideational cleavage described as logic-tight 
compartmentalization, by means of which a given person succeeds in hold- 
ing fast to irreconcilable and contradictory sets of ideas. In his hard, skep- 
tical moments he plays one kind of ideational role and in his soft, credulous 
moments another. Should there be no awareness whatsoever of the con- 
tradiction entailed by these divergent roles, the cleavage in question would 
come closer to the abnormal kind of dissociation implicit in the concept of 
hysterical dissociation. Furthermore, if belief in magic be labelled as child- 
ish, and if along with this belief a whole array of correlative childish atti- 
tudes is involved, then it might not be incorrect to refer to the one role as 
immature and the other as mature, or to speak of the existence of a childish 
self and an adult self. In addition, one should inquire into the motives acti- 
vating such duality of role-taking behavior. These would doubtless be re- 
lated to the needs for safety, security, and freedom from threat, along with 
the need to be considered rational, grown-up, and free from childish gulli- 
bility. Logic-tight compartmentalization, in other words, is a product of 
conflict and reflects the kind of solution traditionally attributed to dis- 
sociation. 

As applied to cases of multiple personality, these considerations can be 
more easily understood if applied to an actor's ordinary role-taking behavior 
in the course of his professional activities. Even though he “identifies ” 
himself with the character being portrayed, this identification is never so 
complete as to involve pathological dissociation from his actual identity. 
Even in most dramatic moments there is a realization that the role is being 

_ played. He acts as if he were another person. In hysterical dissociation, it 
should now be clear, this kind of realization is conspicuously absent. The 
dissociated roles are autonomous personality organizations, products of 
adjustive difficulties, and devoid of the actor's playful, as-if approach to his 
stage assignments. It is as different as the boxing of friendly sparring part- 
ners is from the fighting of rival gangsters. If this difference is kept in mind, 
the concept of role-taking probably supplies the most illuminating ap- 
proach to the understanding of the still troublesome problem of what 
Taylor and Martin aptly termed “ the grand psychoneurosis, multiple per- 
sonality.” 


12. Functional Psychotic Disorders (I) 


PsycHoNEUROSES, it will be recalled, are conventionally classified as minor 
mental disorders. In contradistinction to these the major mental disorders, 
as was pointed out in earlier chapters, are called psychoses. Unlike the 
neurotic, the psychotic patient tends to be so out of touch with reality that 
he fails to regard himself as abnormal. Technically he is said to lack insight 
because of this failure. Moreover, such lack of insight renders him poten- 
tially dangerous to himself and others. Because of this, he is apt to be 
adjudged insane in the eyes of the law. In other words, psychotic patients 
usually require close supervision or institutionalization. 

Reserving detailed consideration of the troublesome problem of classi- 
fication of psychotic disorders to a chapter devoted to a review of the whole 
field of psychopathology, this and the following chapter will be concerned 
with supplying a general description of the chief forms of these major ab- 
normalities. However, since this description must be fitted into a rough 
systematic framework, the problem of classification cannot be altogether 
ignored at this point. 

For present purposes it suffices to remind the student that some mental 
disorders are a direct consequence of damage to the brain by way of direct 
injury to cerebral tissues, inflammatory conditions, impairment of cerebral 
circulation, nutritional disturbances, inherited defects, and kindred organic 
factors. Such mental disorders are, therefore, classified as organic or struc- 
tural disorders. The latter term emphasizes the notion of some demon- 
strable disturbance of the structural integrity of the nervous system as the 
principal etiological factor responsible for these disorders. Opposed to the 
concept of structural psychosis is the concept of functional psychosis. This 
is a major behavior disorder for which no traumatic, infectious, circulatory, 
toxic, or other organic basis can be found. 

By connotation, the functional psychoses are often presumed to be 
more distinctively psychological in nature than the organic ones. They are 
302 
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sometimes thought of as the end products of extreme failure to build up 
adequate habits of social effectiveness. This is to say that in the functional 
psychoses one is dealing with patients who are unable to cope with the 
demands of community living, not because of the ament’s retarded intelli- 
gence, but on account of the catastrophic effects of the acute disruption of 
emotional security and all that this implies for self-control and the mainte- 
nance of sound morale. 

These broad generalizations will be better understood as the various 
functional psychoses are described separately. Most specialists find it useful 
to center such descriptions around three diagnostic categories: (1) the 
schizophrenic disorders, (2) the paranoid disorders, and (3) the affective 
disorders. The present chapter will be concerned with the schizophrenic 
disorders, leaving the other disorders to be considered later. 


SCHIZOPHRENIC DISORDERS 


The term schizophrenia has already been introduced in earlier chap- 
ters, and some understanding of its meaning may probably be taken for 
granted. In fact, the word has become familiar to the average educated 
person. Nevertheless, these popular impressiohs derived from screen pres- 
entations and novels are hardly adequate for scientific purposes, and may in 
some respects actually be misleading. This is especially true if they result 
in the notion that schizophrenia is a single, sharply defined, clinical entity. 
A casual observation of the many cases diagnosed as schizophrenic in any 
state hospital may actually induce the beginner to wonder what they all 
have in common to justify the same diagnostic tag. As will soon be shown, 
the differences can be most striking. The very fact that the major caption 
heading of this section employs the word disorders is intended to suggest 
the existence of these differences. This plurality of the abnormalities in- 
volved is sometimes overlooked, even though Bleuler, the psychiatrist who 
first coined the term schizophrenia, was careful to stress it by referring to 
the schizophrenias rather than to schizophrenia in the title of his original 
monograph. The title in question shows that he designated the condition 
as belonging to the “ group of schizophrenias.” It is assumed, of course, 
that some common pattern of abnormality underlies all cases belonging to 
this group of disorders; hence the applicability of the adjective schizo- 
phrenic to all of them. 

Schizophrenia may also be referred to as dementia praecox. The latter 

1 Bleuler, E., Dementia Praecox oder Gruppe der Schizophrenien. Leipzig, Deuticke, 
1911. 
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term was employed by Kraepelin, whose late-nineteenth-century classifica- 
tion of mental disorders has influenced all subsequent classifications. For 
him the concept of psychogenic or functional disease was not applicable 
to cases of dementia praecox. He conceived of the disorder as more like a 
clinical entity described in ordinary textbooks of general medicine. Even 
though its precise etiology eluded him, he regarded it as involving some 
kind of metabolic disturbance. Because of this disturbance the patient was 
doomed to exhibit symptoms of mental breakdown rather early in life, with 
a terminal dementia as the final outcome later on. The very term dementia 
praecox reflects this interpretation, for the word praecox refers to the early 
onset, while the word dementia points to what Kraepelin regarded as the 
inevitable end result. In brief, according to his formulation, one is dealing 
with a disease process whose course and outcome can be predicted. This 
renders it a clinical entity like typhoid fever, cholera, or paresis. It was to 
this formulation that Bleuler objected. He observed cases of dementia 
praecox whose initial symptoms were not manifest in early youth; hence the 
irrelevance of the praecox designation. Furthermore, he also observed that 
not all cases terminated in dementia, thus casting doubt on the descriptive 
accuracy of this term. Just why he regarded the term schizophrenia as more 
accurate will be explained later. For the present it will be more convenient 
to proceed with an account of some more general aspects of the disorder, 
with the understanding that present psychiatric usage sanctions dementia 
praecox and schizophrenia as synonymous terms, even though the former no 
longer connotes what it did at the time Kraepelin first gave it currency. 

Some General Features. In terms of incidence, schizophrenia is the 
most common form of mental disorder. About twenty percent of all first 
admissions to psychopathic hospitals are schizophrenic cases. In any large 
state hospital one often finds that fifty percent of the more or less chronic 
resident patients have been diagnosed as cases of schizophrenia. They are 
found sitting listlessly in the wards, or in many instances maintaining awk- 
ward postural attitudes hour after hour. Some of them attract attention by 
bizarre, repetitious, stereotyped gestures. This stereotypy may also affect 
speech, and the same phrase may be repeated over and over again. 

The emotional processes of schizophrenics are especially apt to be dis- 
turbed. The congruence between thought and affect expected of the normal 
person is often completely absent. This is frequently manifested by a dif- 
fuse apathy. Indeed, such apathy is regarded by many clinicians as one of 
the distinctive symptoms of the disorder. In addition to apathy, the dis- 
ordered emotional life is revealed by the incongruity of laughing in situa- 
tions to which the normal person would respond with crying, or by smiling 
when the normal person would be moved to tears. Occasionally the phrase 
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intrapsychic ataxia is used to refer to this kind of incongruity. Moreover, 
the very word schizophrenia, meaning a splitting of the mind in terms of 
the Greek words from which it is derived, also suggests such incongruity, 
or a splitting between ideational and affective processes. This is partly what 
Bleuler was referring to in substituting the word schizophrenia for dementia 
praecox. Another reason for the substitution had to do with a split, so to 
speak, between the world of reality and the world of fantasy. The normal 
individual tends to keep in touch with the surrounding world of external 
events as it affects him. When he indulges in idle, wishful daydreaming 
the events of the daydream are not confused with genuine happenings. This 
does not appear to be the case with the schizophrenic patient. As Bleuler 
interpreted it, the patient confuses fantasied happenings with real events. 
In this sense his ideational life is divorced from the checks imposed by ef- 
fective contact with the world as perceived by the normal person. Bleuler 
stressed this aspect of the schizophrenic's make-up by calling his thinking 
both autistic and dereistic. When wishful, egocentric desires play a com- 
manding role in governing ideational life, so that the patient perceives and 
believes what he wants to rather than what the evidence justifies, his think- 
ing can be described as autistic. The fact that such autistic thinking tends 
to disregard what in external reality fails to square with its wishful objec- 
tives, renders it dereistic. In other words, the dereistic nature of the schizo- 
phrenic’s thinking reflects the fact that he seems to have found refuge in 
a congenial fantasy from what is, for him, a harsh external world. The 
common psychiatric phrase “ flight from reality” is thus another way of 
referring to what Bleuler called dereistic thinking. 

As might be expected, such dereistic thinking often results in delu- 
sional thinking. Very bizarre delusions are common clinical symptoms of 
schizophrenia. Thus one patient may account for his being in a hospital 
by maintaining that he is a secret agent of the F.B.I. under orders to watch 
a group of physicians who are plotting to smuggle opium into the White 
House. Another patient may regard himself as a member of a royal family 
placed in the institution to settle an important case, and believe that the 
other patients constitute members of the jury, judges, and court attachés. 

Disturbances of Thought and Language. The existence of schizophrenic 
delusions has been known for decades. However, a systematic study of the 
psychological processes they involve was not undertaken until recent years. 
Some of these investigations have already been considered in Chapter 6, 
where both the Vigotsky and the Columbia tests were mentioned as instru- 
ments by which disorders of thinking can be detected. Such tests demon- 
strate the abnormal nature of the schizophrenic’s handling of abstract ideas 
or concepts. Whether this abnormality is dependent upon a greater play 
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of creative imagination, as the notion of autistic thinking would lead one 
to suspect, is open to question. According to the Rorschach test, for in- 
stance, Beck ? found ^ that schizophrenics as a group do not engage in more 
fantasy activity than a group of nonschizophrenics." Instead of saying that 
the schizophrenic is “living in a world of fantasy,” Beck holds it would 
be more in accordance with clinical fact to say that the schizophrenic’s 
apprehension of the external world is distorted, and is not so much a matter 
of creative fantasy as of warped perception. 

Such distortion, it may be recalled, is revealed in the Rorschach test 
by two kinds of abnormal responses, known as confabulation and contami- 
nation, respectively. A confabulatory response, for example, is illustrated 
by a patient who reacts to a portion of the blot material normal people 
perceive as the head of a rabbit by saying, “ This is an airplane.” The ears of 
the rabbit are perceived as the wings of an airplane, in complete disregard 
of the rest of the blot segment of which the “ears” are a constituent por- 
tion. This means that the patient's perception of the blot's form is 
distorted. Contamination, on the other hand, refers to a failure to keep in- 
compatible perceptual constructs from fusing. If the blot segment in ques- 
tion should remind the patient of a rabbit and the “ ears " remind him of 
an airplane, thus provoking the response of “ rabbitplane,” such a response 
would be said to be contaminated. 

What this involves psychologically has been variously described by dif- 
ferent students of the problem of schizophrenic thought disturbances. In 
some respects it indicates inability to maintain a mental set. This, we have 
seen, is one of the signs of impairment of the categorical attitude as formu- 
lated by Kurt Goldstein.* It is not far removed from Cameron's * concept 
of overinclusion, by which Cameron designated the schizophrenic's inabil- 
ity to restrict his problem-solving maneuvers to the frame of reference set 
by the test situation. Given the blocks of the Vigotsky test and instructed 
to sort them into four groups, a schizophrenic patient may puzzle over the 
difficulty of knowing what to do with the yellow blotter on the desk, the 
yellow pencil in the experimenter’s hand, or even the telephone. In other 
words, objects which have no connection with the problem are included in 
the patient's approach to it. The nature of such overinclusion was described 
by one of Cameron's patients who said, “I’ve got to pick it out of the 
whole room. I can’t confine it to this game.” 


2 Beck, S. J., Personality Structure in Schizophrenia. New York, Nervous and Men- 
tal Disease Pub. Co., 1939. 


3 See pp. 146-154. 
* Cameron, N., “Deterioration and Regression in Schizophrenic Thinking,” 
J. abnorm. soc. Psychol., 1939, 34, 265-270. 
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Another approach to this aspect of schizophrenic thinking is supplied 
by Angyal® in his discussion of schizophrenic drawings. Elaborately ornate 
designs are frequently introduced by schizophrenic patients in the middle 
of their letters or other writings. Such ornate drawings accompanying the 
writing have long been recognized as characteristic of this class of patients. 
As Angyal points out, these drawings are not introduced to illustrate what 
is being written, but are, rather, “a continuous presentation of what the 
patient wants to express.” As an example he cites the case of a patient 
who had drawn a picture of a wedding scene, and who then answered a 
question regarding the whereabouts of her husband by saying that he was 
in the picture. This shows, Angyal states, that “ the realm of reality and the 
realm of representation are not kept apart.” The schizophrenic fails to 
maintain the distinction between symbol and object symbolized, between 
fact and fancy, or between a thought and its referent. In the words of 
Angyal, “ The patient's intellectual activity does not stay within a unitary 
realm, but rather drifts freely from one semantic stratum to another." It 
is this drifting " which makes for the kind of overinclusion observed in 
the bizarre behavior and speech of many schizophrenics. 

An extreme example of the drifting in question or of the failure to main- 
tain a mental set is supplied by what is sometimes called “ word salad " 
or “ word hash.” Language control is so disturbed as to result in an almost 
incoherent verbal sequence, such as the following: “. . . central criminal 
law services supreme court branches trees great authority by verdict conduct 
criminal law of the supreme-court on the branch trees had for the control 
of prosecutors who was consider of service by crimes so many convicts.” 

Sometimes, in still more extreme forms, no vestige of coherence can be 
detected. The language is a jumble of meaningless syllables, or the patient 
may repeat the same word or phrase over and over again. If the word is one 
invented by the patient, it is called a neologism. This term is not limited to 
new words coined by the patient, but includes old words used in novel con- 
texts or united in the form of portmanteau condensations. Thus neologisms 
are not always as devoid of meaning as they may appear to the casual ob- 
server, and detection of what they mean to the patient may aid the clinician 
in understanding the case. Bleuler once had a woman patient who said 
she was “a Billy-goat.” By this compound word she was giving expression 

for, upon analysis, it became evident that she 


to her emotional longings, 
cherished a deep love for her minister. In her thinking a minister was like 
of a lamb, and the latter could be 


Christ, and Christ was the equivalent 


5 Angyal, A, “Disturbances of Thinking in Schizophrenia,” in Language and 
Thought in Schizophrenia (J. S. Kasanin, ed.). Berkeley, Univ. of California Press, 1944, 


Pp. 115-123. 
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equated with a Billy-goat. In thus identifying herself with the latter animal 
she could feel closer to her beloved clergyman. 

Schizophrenic logic is obviously different from that of the normal per- 
son, As the previous example indicated, there is something abnormal about 
the schizophrenic’s handling of cause and effect relationships. Cameron,* 
who has studied the problem experimentally, refers to this abnormality as 
asyndetic thinking. Such thinking is characterized by an absence of clearly 
apprehended causal connections. To use Cameron’s picturesque metaphor: 
The schizophrenic fires at his target with a verbal shotgun instead of con- 
fining himself to sighting along a rifle. An excellent example of asyndetic 
thinking is the amusing couplet supplied by one of Cameron’s patients 
who, when asked to complete the sentence, “I get warm when I run be- 
cause . . .” answered: 


“ Quickness, blood, heart of deer, length 
Driven power, motorized cylinder, strength.” 


The ideas referred to in this couplet are not altogether remote from the 
correct answer. They at least have a tangential relationship to the heat- 
producing effects of energy release. In this sense they are not completely 
random or wholly irrelevant. They are rough, unprecise references to the 
general area of the problem. In fact, as Cameron points out, they involve 
the use of what textbooks of rhetoric call metonyms. By metonymy is 
meant the use of a closely related word instead of the exact terin a literal 
description or designation would demand. Phrases like “ the pot is boiling " 
for “ the water is boiling," or “ pass the wheat” for “ pass the bread,” are 
examples of metonymy. As these examples show, in metonymy an associ- 
ated idea is substituted for the original one. When one of Cameron’s pa- 
tients spoke of having “ menu three times a day” he was substituting the 
idea of menu for the original idea of meal or food. In thus having recourse 
to metonyms the schizophrenic often expresses himself in uniquely indi- 
vidual and very eccentric fashion. The metonyms have to be decoded, so 
to speak, before one can understand what the patient is trying to say. But 
the talk is not necessarily that of a demented person, if dementia be taken 
to result in nonsensical gibberish. The schizophrenic may be unable or un- 
willing to clarify what sounds like gibberish to the uninitiated outsider, but 
when the stimulating situation is known, as is the case in connection with 
clinical testing, the “ gibberish ” may be perceived as having a meaning of 
its own. It constitutes a private rather than a public idiom. Cameron ac- 
counts for this very plausibly as a consequence of the patient’s inadequate 


9 Cameron, N., “ Reasoning, regression, and communication in schizophrenics,” 
Psychol. Monogr., No. 221, 1938. 
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socialization, Effective socialization requires identification with the roles 
of other people.’ A normal adult does not talk to a child the way he does 
to another adult, for by putting himself in the child’s place he realizes the 
importance of adapting his speech to the youngster's level of understanding. 
The schizophrenic fails to put himself in another's place in this manner, 
and this interferes with effective handling of his social environment. As a 
consequence, he fails to live up to social expectations, talks in a queer 
idiom, and becomes more and more isolated from the conventional life 
of normal people. 


CLINICAL VARIETIES 


Schizophrenia, it will be recalled, is not so much a clinical entity as a 
group of disorders..In one way or another all the patients belonging to this 
group exhibit some of the general characteristics just outlined. As a group, 
in other words, they manifest abnormalities of emotional life in the form 
of apathy or incongruous affective trends, along with abnormalities of 
thought and speech of the kind just described. And yet, there are such tre- 
mendous individual differences among them that sometimes any two 
schizophrenic patients selected at random may seem more different than 
alike. The classification of these differences has been a difficult problem for 
many years, and various schemes have been adopted in different countries 
at different times. Most of the contemporary schemes of classification are 
outgrowths of Kraepelin's system. Accordingly, we shall follow one of these 
in order to anticipate a final summary review of psychopathology in a later 
chapter. This classification recognizes six groups of schizophrenic reactions, 


7 Some of the broader psychological implications of this statement are elaborated 
in the following recent article: Newcomb, T. M., “ Role behaviors in the study of indi- 
vidual personality and of groups,” J. Personality, 1950, 18, 273-289. 

8 "The system being followed here is the one printed in the United States Army 
Technical Medical Bulletin No. 203, Washington, D.C., United States Government 
Printing Office, October 19, 1945, Section 18. (For additional references to this system 
see the footnote on p. 432-) There are two reasons for introducing this system in the 
text: (1) It is the system in use at Army hospitals and clinical psychologists entering 
military service will be required to use it; and (2) more than any other system it em- 
phasizes psychodynamic factors and thus comes closer to psychological factors than other 
systems. 

i The chief American rival to the system in question is the one adopted by the 
American Psychiatric Association at its 1934 Annual Meeting. Those interested in study- 
ing this system will find it printed in full in the following widely known volume: 
Rosanoff, A. J., Manual of Psychiatry and Mental Hygiene (7th ed.). New York, John 
Wiley, 1938, pp. 967-985. This “ Official Classification ” is the one followed in most 
psychopathic institutions. The classification in question was also printed by the National 
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and by considering them in order along with brief, illustrative case histories, 
a better grasp of the differences involved will be obtained. 

Latent Schizophrenic Reaction. In clinical work one often meets pa- 
tients one is tempted to describe as schizoid because, though not psychotic 
or seriously disturbed, they resemble some of the frankly schizophrenic pa- 
tients in manner, bearing, or speech. Some psychiatrists think of them as 
potential schizophrenics. They are too well oriented and still too adequately 
in contact with reality to be adjudged insane. Nevertheless, in taking clini- 
cal tests like those of Rorschach or the Vigotsky, many of their reactions 
suggest significant deviations from normal reactions. These deviations are 
akin to those exhibited by full-fledged cases of schizophrenia; hence these 
patients are viewed as borderline or latent schizophrenics. It is assumed 
that if their adjustment difficulties should become so acute as to cause a 
breakdown, one might be safe in predicting that the breakdown will follow 
a schizophrenic pattern. Of course, many of them go through life without 
ever needing psychiatric care, so that for such people the prediction be- 
comes an unverifiable prophecy. In other cases the “ latent” schizophrenic 
reaction becomes “ manifest " and institutionalization becomes necessary. 
This should, however, not be interpreted to mean that all schizophrenic 
patients present a uniform pre-psychotic personality make-up. The exist- 
ence of the “latent” reaction is often a matter of retrospective conjecture 
rather than of direct observation. However, in recent years some clinicians 
have been endeavoring to gather data in terms of which evidence may come 
to supplant conjecture. Rapaport,’ for example, has suggested that certain 
kinds of responses on the Rorschach and other tests may aid the clinician 
in detecting the presence of latent schizophrenia, or pre-schizophrenia, 
as Rapaport refers to it. In the present state of clinical testing it may be 
safer to regard much of this evidence as suggestive rather than conclusive. 
What the concept of latent schizophrenic reaction implies will be more 
readily grasped from the following summary of a case: 


Male, twenty-one years. Has sister in a psychopathic hospital with the di- 
agnosis of schizophrenia, catatonic type. Mother is very tense, fearful, and grim 
while father is a somewhat brutal, tyrannical person. Young man is not emotion- 


Committee for Mental Hygiene in 1934 in a pamphlet entitled Statistical Manual for 
the Use of Hospitals for Mental Diseases. The editorial office of the Committee is lo- 
cated at 1790 Broadway, New York 19, New York. 

At about the time the “ Official Classification ” appeared in this country, British 
psychiatrists were engaged in modifying the scheme of classification used in England. 
The one adopted is to be found in the following reference: Fleming, G. W. T. H., 
“ The revision of the classification of mental disorders,” J. ment. Sci., 1933, 79, 753-757: 

® Rapaport, D., Diagnostic Psychological Testing. Chicago, Yearbook Publishers, 
1946, Vol. II, pp. 379-383. 


Clinical Varieties 311 


ally close to either parent and gives the impression of being indifferent about 
them as he is about many other aspects of his life. His intelligence test score 
shows him to be in the lowest ten percent of college freshmen. At the end of 
the first semester he failed in three courses and received barely passing grades 
in the other two. He was decidedly apathetic about this poor performance. His 
friends were not very numerous, but he did have a few with whom he spent 
many hours drinking beer in taverns, going to dances, and movies. He also went 
to many movies by himself and averaged from twelve to fourteen shows per 
week at the time he was being interviewed. Often he would attend a movie at 
two in the afternoon and at the conclusion of the show he would cross the 
street to another movie house to sit for another three hours. This together with 
the cheap adventure stories he kept reading suggested a flight from academic 
and domestic realities. Toward the close of the year he decided to leave col- 
lege when, despite the private tutoring his family arranged for him, he was un- 
able to handle his course work. He secured a job as a truck driver and seemed 
to be enjoying the work and to be fairly dependable in abiding by his assigned 
work schedule. There was no manifest ambition to win his employer's approval 
or to secure a promotion. He reacted to the job as if he were content to drive a 
truck for the rest of his life even though the financial status of his family would 
have permitted him to pay for any kind of vocational training regardless of cost. 
This apathetic adjustment to the job along with his generally seclusive make-up 
suggested the kind of reaction implied by the concept of latent schizophrenia. 


Simple Type of Schizophrenic Reaction. What was known as demen- 
tia simplex in the older psychiatric literature is now referred to as the sim- 
ple type of schizophrenia. In many respects it may be viewed as an accen- 
tuation or overt manifestation of the trends attributed to the latent type 
just described. Often, however, the early history of patients belonging in 
this diagnostic group fails to reveal any indication of future mental dis- 
turbance. After what appears to be a relatively normal life the patient 
gradually changes, becomes indifferent to any and all responsibilities, is 
increasingly apathetic and thoughtless. If delusions develop and hallucina- 
tions appear, there is little discoverable evidence of them. The following 


is a typical case: 


one years. Family history negative. Went to school as far 
as middle of second year of high school, later progress was poor. Tried to go to a 
college as a special student, but was unable to keep up. Became discouraged 
and nervous. Acted strangely and indifferently. Disappeared from home. In the 
hospital her adaptation to the surroundings is poor. Her movements are quick 
but unobtrusive. She is unable to work, is dull and indifferent, often found 
hiding in corners. Says that her own mental state has changed since the age of 
fourteen, indicating some insight. Says she found school work difficult and that 


Female, twenty- 
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she was unable to associate with others. At sixteen she met a young man who 
escorted her home and kissed her goodnight. She longed for his return but never 
met him again. This may be but one of her phantasies of which she has a va- 
riety although they are not very numerous. She says that at one time she thought 
men and boys followed her. Is quiet, answers promptly, although sometimes her 
answers are irrelevant, seeming not to have understood. There is no evidence of 
hallucinations, memory is good, and she is well oriented. 


Hebephrenic Type of Schizophrenic Reaction. The foregoing two vari- 
eties of schizophrenic behavior may not impress the casual observer as 
examples of "insanity." He is more likely to regard them as products of 
weak character or undisciplined home backgrounds, and inclined to view 
the patients as wayward, shiftless, and indolent rather than mentally ill. 
However, were he to observe a patient belonging to this third category, he 
would have no hesitation in classifying such a patient as “insane.” In this 
hebephrenic type of schizophrenic reaction the behavior is so incongruous, 
so impulsive, and so patently absurd that its psychotic nature is immedi- 
ately obvious. Hebephrenic patients are often found smiling and grimacing 
for no reason whatsoever. Their talk contains neologisms and is often of 
the kind already referred to as word salad. The following condensation of 
a case history supplies a serviceable picture of this clinical type: 


Female, twenty-five years. School teacher for several years, single, family 
history negative. Derangement appeared about a year prior to admission to the 
hospital. Was an able musician and still plays occasionally. Is restless, impulsive, 
and at times irritable. Talks incoherently and excessively. Is pleasant and kindly 
disposed one moment, and very irritable and sarcastic the next. Moods change 
easily and without apparent cause. Laughs often and without cause, ejaculates 
phrases which are wholly inconsistent with the present situation, cannot or does 
not fix attention. There are sudden outbursts of anger and violence, striking 
and injuring other patients. Is unreliable at all times. Insight is poor. Her 
memory is confused for the immediate past, but good with respect to early ex- 
periences, 


Catatonic Type of Schizophrenic Reaction. In this fourth clinical 
variety of schizophrenia muscle tonus is especially affected; hence the ap- 
plicability of the adjective catatonic, which may be freely translated as 
“tension disturbance.” Peculiarities of postural or muscular adjustment 
are outstanding. These may take the form of seeming indifference to out- 
side impressions, so that an examiner is permitted to place a limb in an 
awkward position, while the patient neither resists nor bothers to move 
the limb back fo a more comfortable position. This particular symptom is 
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known as waxy flexibility, or sometimes as lead pipe flexibility. It is as if 
the patient were so withdrawn from the outside world that he reacts to his 
body as if it too belonged to the outside world. 

Actually, this particular symptom, while invariably mentioned in text- 
book descriptions of catatonia, is not observed very frequently in the 
course of clinical practice. Indeed, the precise opposite of such muscular 
passivity is far more common. The patient will actually resist efforts to 
place a limb in some arbitrary position. Should the examiner try to extend 
the patient's forearm, then the patient is likely to initiate a strenuous 
counter-motion of flexion. If the examiner suddenly ceases to tug on the 
patient's wrist, the counterimpulse may cause the arm to fly back like a 
taut spring. Such resilient action is given the appropriate label of spring- 
resistance. It suggests the patient's reluctance to yield or cooperate. This 
reluctance can often be demonstrated in other ways. For example, there 
may be a tendency to carry out the opposite of what is requested of him. 
When asked to open his mouth, he may clench his jaws. The request to 
bend forward may result in the patient's assuming the posture of a person 
standing like a ramrod with arched back. When reactions of this kind 
occur, the clinician refers to the patient's negativism. A special manifesta- 
tion of such a lack of cooperativeness is noted in the patient's refusal to 
speak or to answer simple questions. This symptom is listed as mutism. 

Occasionally, the negativism and mutism may be so extreme as to give 
the impression of stuporous indifference to external stimuli. Catatonic 
stupor is the common clinical designation for this extreme condition. Ac- 
tually, as may be revealed subsequently, the patient is not nearly as with- 
drawn from his environment as his lack of responsiveness suggests. When 
his condition improves, in other words, he often gives accurate reports of 
what happened around him at the time of his apparent stupor. Sometimes 
the catatonic patient shifts from this stuporous quiescence to a state of 
marked overactivity known as catatonic excitement. This fact is one of sev- 
eral which render some cases of schizophrenia hard to differentiate from 
certain cases of manic-depressive psychosis to be discussed later. 

Further elaboration of this point will be postponed until later. For the 
time being it will suffice to note these cardinal symptoms of the catatonic 
type: spring-resistance, negativism, mutism, and sometimes either catatonic 
stupor or catatonic excitement. The following case may prove helpful by 


way of exemplifying this symptom-complex: 


Female, nineteen years. Brother insane. Patient appears to be strong and 
well nourished. Has been deranged for at least two years. Symptoms appeared 
rather gradually. At first she appeared peculiarly dull and morose, then she re- 
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fused food, heard voices speaking to her and became indifferent to all proper 
occupation. In the hospital she is quite resistive, refuses food or will accept it 
and then throw the contents of the tray about. Acts and expressions without any 
apparent motivation are frequent. Evidently they are in response to hallucina- 
tions, Unless restrained she will frequently and suddenly remove all clothing. 
Again she appears to be listening carefully, will often wink or frown or laugh 
without apparent cause. At times she will ejaculate with such phrases as “ I 
can’t hear the coach talking. Did I go to sleep? (Laughs). You'll never get 
your nickel that way. All right, brother. I beg your pardon, Dr. . (Whis- 
tles and laughs.)"' Seems to be living in a world wholly different from her actual 
surroundings. Although usually resistive she is occasionally excited and inco- 
herent. 


Paranoid Type of Schizophrenic Reaction. Delusional thinking is one 
of the outstanding characteristics of the paranoid schizophrenic patient. 
The content of the delusions is poorly organized and the irrational, fan- 
tastic beliefs of the patient are devoid of logical coherence or plausibility. 
In technical language the delusions are said to be unsystematized. Not in- 
frequently the delusions may also be accompanied by active hallucinations. 

'The delusions may take the form of convictions of being persecuted 
by secret agents of the government, or the church, or some business insti- 
tution. The persecutors are believed to be exerting mysterious influences 
through cosmic rays, hypnotic powers, radio, brain waves, or occult forces. 
Such persecutory delusions are often accompanied by delusions of gran- 
deur. These are not unrelated psychologically, for to be the object of such 
a far-reaching, impressive attack implies that the victim must be a person 
of some importance. At all events, it is not at all unusual for the paranoid 
schizophrenic to identify himself with the great, the near-great, and the 
exalted. He may insist that he is the governor of a state, or of royal lineage, 
or even God. Those who harbor delusions of persecution as the more domi- 
nant feature of their schizophrenic disturbance may require institutional 
commitment because of the likelihood of violent attack on the imagined 
persecutors. However, when the persecutory component is not evident and 
the delusion of grandeur dominates the picture, custody is not so impera- 
tive. Some cranks or eccentrics with pronounced grandiose delusions may 
be relatively harmless, even though their pattern of behavior justifies a 
diagnosis of paranoid type of schizophrenia. In general, however, the ques- 
tion of the need for institutionalization should be left to the judgment of 
a competent psychiatrist. 

The bizarre nature of the delusional thinking of patients belonging to 
this group is clearly exemplified in the following clinical excerpts taken 
from a hospital record: 
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Female, twenty-five years. Has four brothers and sisters all reported healthy. 
Mental capacity low, patient did not finish 7th grade. Habits good. Worked as 
a domestic for six months in home of a prominent attorney. Subsequently 
worked intermittently in various places, public laundry, on father’s farm, etc. 
Longest steady employment being a year and a half. Very saving of her earn- 
ings. Did not go out with other young people, lived to herself, not dissipated. 
About two years ago began to receive telephone messages (evidently hallucina- 
tory and delusory, as she still claims to receive these-even in the hospital) and 
became convinced that she was to marry the son of the attorney for whom she 
formerly worked. When she worked there this son was a child seven years her 
junior. She had not seen him since, except possibly in a parade. The telephone 
messages told her that he was in love with her and she realized that she was in 
love with him and had been since she first saw him. Made frequent visits to 
office of the attorney, the boy’s father, claiming receipt of messages asking her to 
come. When told that she had not been sent for and that she should give up 
such ideas she thought that they were testing her loyalty. Patient convinced 
that attorney had her watched by detectives for her protection, that they knew 
just when she went to bed, when she got up, what she said to the landlady, and 
her every move. She claims that she continues to receive messages from the boy 
and his relatives and that they are to be married in June, that the attorney's 
family have been interested in her ever since she worked for them. She appears 
to be strong and in good health, sleeps well. Is generally happy, at least con- 
tented, although there are occasional periods of depression and she has threat- 
ened suicide, She realizes that there is opposition to the marriage and says that 
this has kept her from obtaining employment, but that the real reason why she 
could not get a job is because the attorney did not wish her to associate with 
common people. Is quiet and orderly. Memory functions not seriously impaired. 


Unclassified Schizophrenic Reactions. As a result of Kraepelin's pres- 
tige, his classification of types of dementia praecox continued to dominate 
the thinking of psychopathologists even after they adopted Bleuler's con- 
cept of schizophrenia. The conceptual framework thus developed into a 
scheme which recognized four varieties of the disorder. These have already 
been described as the simple, hebephrenic, catatonic, and paranoid vari- 
eties. Many cases, as might be expected, can be disposed of diagnostically 
in terms of this scheme of classification. Such cases correspond to the text- 
book description with sufficient accuracy to eliminate debates about cor- 
rectness of diagnosis at hospital staff conferences. Unfortunately, however, 
there is often considerable debate and uncertainty about other cases. Some 
of them exhibit symptoms of manic-depressive psychosis as well as schizo- 
phrenia. In France this combination of symptoms has been referred to as 
schizomanie, and in this country the term schizo-affective psychosis has 
been proposed. 
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This diagnostic uncertainty has troubled many psychopathologists, and 
has caused some of them to question the soundness of this mode of ap- 
proach to an understanding of functional mental disorder. This approach, 
they hold, might have relevance for disease due to a definite etiological 
agent like the typhoid bacillus or the virus of rabies. Such diseases can be 
classified as clinical entities. But in their opinion the traditional medical 
notion of a clinical entity is too rigid an approach to encompass the dy- 
namic changes characteristic of functional disturbances. Static concepts 
are poor intellectual tools for dealing with the dynamics of personal con- 
flict. This, in brief, indicates the drift of the thinking of those who reject 
the Kraepelinian classification on account of its non-dynamic orientation. 

At all events, the present category of “unclassified schizophrenic re- 
actions” makes for somewhat greater flexibility than the traditional four- 
fold diagnostic scheme permitted. In particular, it provides for at least 
two additional groups of schizophrenic patients whose symptoms differ 
markedly from those to whom the latter scheme applies. One of these 
additional groups shows a rather acute onset and termination, while the 
other runs a more chronic course. 

The acute group may be thought of as including the cases just referred 
to as schizo-affective psychoses. As often happens in connection with cases 
of manic-depressive psychoses, the onset may be rather sudden. It is this 
suddenness which justified the use of the word acute in describing these 
cases. It is not always possible to attribute the onset to any specific change 
in the patient's circumstances. There may be no precipitating shock such 
as humiliating failure in business, loss of a fortune, death in the family, or 
some other personal catastrophe calculated to strain one’s adjustive re- 
sources. Nevertheless, there is confusion of thought and emotional disturb- 
ance along with dreamy mental states, all suggestive of a loss of contact 
with reality. After a few weeks the turbulence may subside and the patient 
seem to have recovered. There is a tendency for such episodes to recur, 
however, so that the permanence of the recovery may call for some mental 
reservations in individual instances. 

In the chronic group the onset is insidious, as is true also in the ordi- 
nary kind of schizophrenic case. However, the symptom picture does not, 
apparently, fit any of the sub-categories. Hebephrenic, catatonic, or para- 
noid features are merged in varying extents, so that no single one of these 
qualifying adjectives is satisfactorily applicable. A diagnostic category like 
the present one of “ unclassified schizophrenic reaction " thus makes allow- 
ances for cases presenting a mixture of symptoms which, taken individually, 
would ordinarily be regarded as characteristic of more than one of the con- 
ventional groupings of schizophrenic reactions. 
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Diagnostic Complications. Although the foregoing sixfold classification 
of “ types” of schizophrenic reactions accords with the latest American 
scheme of psychiatric classification, and hence prepares the student for 
understanding hospital vocabulary, its usefulness as a means of understand- 
ing the psychology of the individual schizophrenic patient should be ques- 
tioned. In fact, some have doubted its accuracy as a descriptive classifica- 
tion of schizophrenic patients in general. They have asked what all of these 
varieties have in common to justify designating them as schizophrenic. 
As a provisional answer it has been suggested that apathy, or emotional 
flatness, or affective incongruity can be detected in every case of schizo- 
phrenia. This, it will be recalled, is the cardinal characteristic of the simple 
type. Advocates of this answer would thus eliminate the notion of latent 
or simple types of schizophrenia as separate varieties. Instead, they would 
view the underlying factors common to all varieties as elaborations of the 
“ simple” schizophrenic process. They regard clinical types as complica- 
tions of this basic trend. This is tantamount to arguing that if a case of 
so-called simple schizophrenia goes through life without developing delu- 
sional, paranoid, or catatonic symptoms, the existence of a genuine psy- 
chosis might well be questioned. Not until such a case exhibits manifest 
loss of contact with reality would one be justified in regarding the pa- 
tient as psychotic. In the light of this approach both latent and simple 
types of schizophrenia would be regarded as diagnostic misnomers. 

Cameron ?? considers all of the Kraepelinian types as remote from clini- 
cal reality. In his opinion, the symptoms supposedly unique to each clini- 
cally “ pure” type can be observed in “almost any schizophrenic person, 
if he is sick long enough.” Nevertheless, as he points out, scrapping 
Kraepelin's system renders it necessary to supply a substitute classification, 
for the profusion of schizophrenic manifestations would otherwise be too 
bewildering. By noting the degree to which schizophrenic behavior in- 
volves difficulties in social adjustment he has worked out, at least tenta- 
tively, a new classification centering around the schizophrenic's orientation 
toward community relationships. In general, he provides for three broad 
kinds of orientation toward people. It is possible to be predominantly self- 
assertive or aggressive, Or predominantly selsubordinating or submissive, 
or predominantly self-isolating or detached. These aggressive, submissive, 
and detached ways of reacting are not to be viewed as rigid, unchanging 
modes of behavior. A given patient, Cameron is careful to say, may be ag- 
gressive in his dealings with people and then, if sharply rebuffed by others, 
his behavior may become more submissive or even socially detached. Ac- 


10 Cameron, N., The Psychology of Behavior Disorders. Boston, Houghton Mif- 


flin, 1947, pp- 468-484. 
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tually, Cameron has provided for various additional sub-classifications 
under each of these three major ones, but they need not be introduced 
here. For present purposes it is enough to note that Cameron’s perspec- 
tive in terms of interpersonal reactions is more in line with a dynamic 
approach than is the case with classifications based on Kraepelin’s diag- 
nostic system. However, since the latter is still current in most mental 
hospitals, clinical psychologists must learn to work with it. 


ETIOLOGY OF SCHIZOPHRENIA 


The causation of schizophrenic reactions continues to be a subject of 
controversy and uncertainty. Many theories and working hypotheses have 
been proposed and much research has been prosecuted, but the question 
of etiology is still unsettled. As will soon become evident, there are some 
investigators who regard hereditary factors as the chief etiological agents; 
others seem equally confident of the exclusive role of experiential factors, 
and still others attribute the etiology to the action of both sets of factors. 
In addition, there are theories which emphasize such factors as disturbance 
of the chemistry of the body or damage to the brain at birth, or injuries 
to the head in early childhood. Detailed presentation and evaluation of the 
evidence introduced in support of these divergent views will not be feasible 
in the present volume. It would require a separate book. Instead, some of 
the representative studies underlying the ebb and flow of the controversy 
will be selected to illustrate this intricate and troublesome segment of 
psychopathology. 

To keep one's bearings in the welter of controversy is not easy. It may 
be clarifying to note that those who restrict their thinking about the causa- 
tion of schizophrenia to experiential factors are committed to a functional 
interpretation of the disorder. All the others, by implication at least, are 
not so committed. Hereditary, endocrine, or traumatic factors all point to 
some kind of bodily dysfunction. In this sense the functional disturbance 
would be viewed as a consequence of some sort of constitutional anomaly. 
Whether the anomaly is hereditary, congenital, or due to post-natal trauma 
would be irrelevant with reference to this general concept of a constitu- 
tional basis, in contrast to a purely functional one, for schizophrenia. Even 
though the precise constitutional factors are not consistently demonstrable 
in all cases of schizophrenia, the advocates of this type of approach would 
hold that in the future better observational techniques will demonstrate 
their existence. In general, this constitutional approach is more likely to be 
favored by biologists, endocrinologists, the so-called “ organic” neurolo- 
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gists, and others whose scientific training has not been markedly influ- 
enced by a social science orientation. The functional approach, on the 
other hand, is more likely to be congenial to psychoanalysts, social psy- 
chologists, cultural anthropologists, sociologists, dynamically oriented neu- 
rologists, and those disposed to view personality as more the product of the 
molding influence of social institutions than of genes and glandular juices. 
Why it is difficult to achieve agreement will become evident by examining 
some of the evidence more closely. Accordingly, we shall first consider 
some of the data pertaining to the alleged constitutional factors. 

Hereditary Factors. Those who regard genetic factors as playing the 
important role in the etiology of schizophrenia sometimes point to stud- 
ies of the incidence of the disorder among twins. If the hereditary factors 
were both necessary and sufficient causes of schizophrenia, it follows that 
whenever one member of a pair of identical twins suffers from schizo- 
phrenia, the other twin should become a victim of the same disorder. ‘This 
expectation has not been fulfilled. It has been shown that the incidence 
is higher among identical than among non-identical twins. For example, in 
one study ?* of nineteen pairs of identical twins schizophrenia developed 
in both brothers in ten instances, while in the remaining nine only one 
brother of each pair was affected. This contrasted with a control study 
involving eleven pairs of non-identical twins, in which only three pairs 
were labelled schizophrenic. Since not each of the pairs of identical twins 
developed schizophrenia when one member of a pair was affected, the sup- 
posititious genetic determiners are evidently not sufficient to produce the 
disorder in question. In other words, assuming the correctness of the diag- 
noses in studies of this kind, genetic factors appear to be a contributing or 
necessary, but not a sufficient cause. 

Kallmann’s Studies. The most ambitious investigation of the role of 
these genetic factors has been undertaken by Kallmann.'? His essential 
findings have been conveniently summarized by Garrison," upon whose 
article the present account is largely based. Only the barest essentials of 
Kallmann's reports can be brought within the scope of this chapter, and 
much relevant evidence will of necessity have to be glossed over or not 
mentioned at all. 

11 A convenient digest of this and related studies is to be found in the following 
volume: Myerson, A., et al., Eugenical Sterilization. New York, Macmillan, 1936, p. 162. 

12 Kallmann, F. J, “ The Genetic Theory of Schizophrenia: an analysis of 691 


Schizophrenic Twin Index Families,” Amer. J. Psychiat., 1946, 103, 309322. 

18 Garrison, M., “ The Genetics of Schizophrenia,” J. abnorm. soc. Psychol., 1947, 
42, 122-124. This study, as well as that of Kallmann, has been subjected to critical 
analysis in the following ‘article which should be consulted by those who are interested 


in possible sources of error in Kallmann’s methodology: Pastore, N., ^ The genetics of 
schizophrenia," Psychol. Bull., 1949, 46, 285—302. 


320 Functional Psychotic Disorders (I) 


Kallmann’s work is in part a continuation of earlier work initiated by 
German students of heredity, and the method he employed was an adapta- 
tion of previous techniques. This method may be called the kinship 
method. To understand it, it should be noted that the blood relatives of 
all schizophrenic patients involved in the study were tracked down and 
studied. The patients consisted of a group of 1087 schizophrenics, hos- 
pitalized in a particular Berlin institution during the years 1892 to 1902. 
Following Kallmann, this original group of cases will be referred to as the 
index cases. The index cases were presumably definitely schizophrenic, be- 
cause no case was included in the group unless re-examination of the evi- 
dence demonstrated that the symptoms squared with modern clinical con- 
cepts of schizophrenia. Furthermore, in the course of his study Kallmann 
endeavored to work separately with the subgroups of simple, hebephrenic, 
catatonic, and paranoid varieties of schizophrenia. 

In the case of each member of the index group both direct and col- 
lateral relatives were studied. This means that wives or husbands of the 
patients, as well as parents, children, siblings, and nephews and nieces 
were included. Thousands of relatives were thus subjected to psychiatric 
appraisal. It was found, incidentally, that the hebephrenic-catatonic fami- 
lies had fewer offspring and a larger percentage of schizophrenic disorder 
than the paranoid-simple families. 

The following list of some of the salient findings will suffice to indicate 
the general drift of the data gathered by means of Kallmann’s kinship 
method: 


(1) Ten percent of the parents of the index cases were found to be defi- 
nitely schizophrenic. 

(2) In the group in which both parents were schizophrenic, 68.1 percent 
of children became schizophrenic. This amounts to approximately eighty times 
the statistically expected incidence from a comparable group selected from the 
general population. 

(3) In contrast to the preceding finding, in the group in which only one 
parent was schizophrenic, 16.4 percent of the children were affected. For the 
general population one would expect the incidence among the children to be 
0.85 percent. Kallmann found the rate higher for the children of families be- 
longing to the nuclear group than for the peripheral or simple-paranoid group. 

(4) There seems to be a tendency for schizophrenics to be mutually at- 
tracted, for Kallmann found 2.1 percent of the marital partners of his schizo- 
phrenic patients to be victims of the same disorder. Here, too, normal ex- 
pectancy would be 0.85 percent. 

(5) Degree of consanguinity appears to be a factor. The statistical probabil- 
ity of the relatives of a schizophrenic patient being similarly affected varies rather 
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directly with the closeness of the relationship as shown by such findings as the 
following: In the case of an identical twin of the patient chance expectancy is 
85.8 percent; in the case of a fraternal twin, 14.7 percent; for a full sibling, 
14.3 percent; for a half-sibling 7.0 percent; and finally, for a step-sibling, 1.8 
percent. 

(6) The extent to which early environmental experiences might be respon- 
sible for laying the foundations for subsequent schizophrenic behavior can be 
estimated, according to Kallmann, by noting that only fifteen percent of the 
siblings of members of the index group became schizophrenic, while ten percent 
of the parents of these patients were schizophrenic. This suggests that eighty- 
five percent of the brothers and sisters of the patients do not become schizo- 
phrenic, despite common exposure to essentially similar stimulating conditions 
during the early formative years. 

(7) Kallmann concludes that a predisposition to schizophrenia is inherited. 
Such a predisposition is a product of a recessive unit genetic determiner. The 
determiner is not sex-linked. Furthermore, there do not appear to be specific 
determiners for the different clinical varieties of the disorder, for different forms 
of schizophrenia in the same family cropped up in more than a third of all 
cases investigated. Whether a potential schizophrenic will become hebephrenic 
or catatonic, for example, does not appear to be genetically determined in the 
light of this evidence. 

(8) The inherited predisposition did not seem to be associated with any 
other kind of psychopathy such as epilepsy, manic-depressive psychosis, or fee- 
blemindedness. However, among the original index cases alcoholism was more 
frequent than it was in the sample control population. And the death rate from 
tuberculosis was higher among the schizophrenics than among the controls. In 
addition, normal people who are carriers of the recessive factors also seem to be 
more vulnerable to tuberculosis. There may thus be some as yet undiscovered 
biological factors influencing the existence of resistance both to schizophrenia 


and to tuberculosis. 


Findings like these serve to illustrate the sort of evidence mobilized by 
Kallmann. Quite obviously he, along with other students of the problem 
of schizophrenia, is convinced of the role of genetic factors as etiologically 
important. Since he views these factors as recessive, it is, of course, alto- 
gether possible for children of schizophrenic parents to develop normally. 
Whether or not a psychotic condition develops depends on non-genetic 


factors. All that Kallmann would insist upon is the impossibility of 


schizophrenia appearing in the absence of this genetic predisposition. This 
tence of the predisposition renders the 


is different from saying that the exis 
disorder inevitable. It is like arguing that tuberculosis cannot develop in 
the absence of the tubercle bacillus, and adding that the pathogenic or- 
ganism in question may be found in a person’s mouth without any infec- 
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tion being present or showing up later. Thus the statement that such 
genetic or constitutional factors are necessary but not sufficient causes, can 
be understood in this context. It should also be noted once again that 
Kallmann fails to attribute the various clinical manifestations of schizo- 
phrenia to different specific genetic factors. In other words, his kinship 
method fails to account for the etiology of hebephrenia, catatonia, and 
the other clinical varieties. 

Constitutional Factors. As was explained at the beginning of this sec- 
tion, broadly considered, all explanations of schizophrenia in terms of he- 
redity, endocrine dysfunction, and other physiological disturbances may be 
subsumed under the concept of defects in constitutional make-up. How- 
ever, for purposes of expository convenience it is helpful to limit the term 
constitutional either to the developed manifestations of hereditary influ- 
ences, or to other bodily features not definitely associated with genetic de- 
termination. The term heredoconstitutional is sometimes used to stress the 
hereditary implications of the concept. The preceding discussion of Kall- 
mann’s work dealing with the incidence of schizophrenia among twins and 
ordinary siblings was thus, strictly considered, a discussion of heredocon- 
stitutional factors, We shall now discuss constitutional factors in the less 
restricted meaning of the term. 

The close association between tuberculosis and schizophrenia reported 
by Kallmann supplies a plausible transition from his heredoconstitutional 
approach to the more definitely constitutional approach. For many years 
an old idea regarding the close relationship between body-build and dis- 
ease has been revived by some modern students of the nature of disease." 
The idea in question dates back at least to the days of Hippocrates, the 
father of medicine, for the writings of this ancient Greek refer to the sus- 
ceptibility of people of slender build to tuberculosis. As applied to psy- 
chopathology, this constitutional approach has been especially stressed by 
the German psychiatrist Kretschmer.?^ In particular, he believed that his 
studies of anthropometric measurements of schizophrenic patients showed 
the disorder to be more common among people of slender or leptosomatic 
physique. There is thus an interesting kind of historical continuity of belief 
to be noted. Hippocrates recorded his observations of the association 
between tuberculosis and a given body type. Centuries later, Kallmann 
finds that schizophrenic patients are more vulnerable to tuberculosis and 

14 An introduction to the relevant literature will be found in the following vol- 
umes: Draper, G., Human Constitution: A Consideration of its Relationship to Disease. 
Philadelphia, Saunders, 1924; Bauer, J., Constitution and Disease. New York, Grune and 
Stratton, 1942; Sheldon, W. H., Stevens, S. S., and Tucker, W. B., The Varieties o] 


Human Physique. New York, Harper, 1942. 
15 Kretschmer, E., Physique and Character. New York, Harcourt, Brace, 1925. 
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Kretschmer, working independently of Kallmann, reports schizophrenia 
to be more common among those having the hollow-chested, slender phy- 
sique which Hippocrates linked with susceptibility to tuberculosis. 
Although Kretschmer supplied considerable statistical data in support 
of his conclusion, it has not won unqualified acceptance. Some critics 
have maintained that Kretschmer failed to make due allowance for the 
factor of age. In their opinion, the fact that schizophrenia occurs more 
commonly in the early decades may suffice to account for the youthful 
body types of the patients. They also believe that Kretschmer failed to 
supply an adequate explanation for cases of schizophrenia occurring in 
patients predominantly thickset or portly in physique. At best, then, 
Kretschmer's views must be regarded as suggestive rather than conclusive. 
Biology of Schizophrenia. An impressive study of the etiological sig- 
nificance of constitutional factors has been reported by the physiologist 
Hoskins, who claims that schizophrenia is “a manifestation of disordered 
biology." '* To appreciate this interpretation it is necessary to recall the 
implications of the doctrine of emergent evolution, for Hoskins uses this 
doctrine as his frame of reference. ‘This doctrine accounts for qualitative 
differences as products of new patterns of organization of such structural 
units as atoms, chemical elements, and cells. Such differences are emer- 
gents of the new patterns. A stock illustration of this in the field of chem- 
istry is the emergence of water from the chemical union of hydrogen and 
oxygen. The unique characteristics of water are not due to a summation 
of the properties of the constituent elements, but are an emergent outcome 
of the new chemical pattern. Hoskins traces the development of more 
complex emergents as crystals, colloids, catalysts, enzymes, vitamins, hor- 
mones, proteins, and amino acids are studied successively. In terms of this 
to emerge with the organization of the nucleo- 
s of heredity are conceived to be ultra- 
cleoprotein. With the increasing com- 
tissues, and organs one comes to deal 
reproduction, affect, instinct, con- 


succession life is assumed 
protein of the viruses. The gene 
microscopic particles of such nu 
plexity of the organization of cells, 
with such emergents as metabolism, 
sciousness, and the capacity for empathy. 

From such a perspective Hoskins envisages the human body as a bio- 
logical laboratory in which three thousand billion cells function both as 
individual units and as members of a vast integrative enterprise. The per- 
sonality of which psychologists make so much is seen as an emergent of 


this integrative activity. As Hoskins ** sees it, schizophrenia represents a 


16 Hoskins, R. G., The Biology of Schizophrenia. New York, Norton, 1946. 


1 Ibid., p. 11. 
18 [bid., p. 66. 
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failure or distortion somewhere in the course of the integrative series.” He 
admits that he does not know the exact cause of the malintegration, con- 
tenting himself with the observation that it “ could conceivably exist at any 
level from the atomic to the social.” 

In coming to grips with the problem of schizophrenia he places great 
stress on the concept of empathy. This distinctively psychological concept 
is presented as a biological emergent by fitting it into a broad-gauged per- 
spective of adaptive mechanisms, ranging from simple reflexes to those 
complex, integrated activities involved in difficult choices and other voli- 
tional activities. Intermediate between the automatism of the reflex and 
the fiat of a “willed” act Hoskins places the instincts. He believes that 
some such concept like instinct is necessary to account for the intricate, 
more or less stereotyped and relatively unlearned, but biologically adaptive 
behavior seen in the nest building of birds and the mating behavior of 
rats and other animals. He follows McDougall in attributing a character- 
istic emotional concomitant to each activated instinctive tendency. For 
him an emotion is “the way an instinct in operation feels to the person 
who experiences it.” 

He also holds with McDougall that instinctive behavior is modified by 
experience or conditioning. In fact, according to him, “ It is in the proc- 
esses of conditioning and especially affective conditioning that much of 
the symptomatology of schizophrenia arises.” * Such conditioning comes 
into play very noticeably with the emergence of consciousness and the re- 
sulting consequences of reality testing as the developing child reacts to 
other people, in terms of which notions of selfhood are developed. Inade- 
quate reality testing, as well as disturbances of the self-regarding sentiment, 
it will be recalled, are characteristic of the schizophrenic patient. As will 
soon become clear, Hoskins relates these characteristics to empathic dis- 
turbances. 

Biologically considered, social behavior as exhibited by man may be 
viewed as a kind of compromise between the “ idiocentric" behavior of 
solitary animals and the group behavior exemplified by such “ social” in- 
sects as bees, ants, and wasps. In Hoskins’ opinion, man developed neither 
in the direction of idiocentric solitude nor in the direction of rigid so- 
cialization. Working out effective adjustments to thé resulting intermediate 
direction taken by group membership demands, Hoskins suggests, is respon- 
sible for man’s present need for psychiatric aid.?? 

In the light of this approach Hoskins regards empathy as an emergent 
making for more complete social awareness. He defines empathy as “ con- 


19 [bid., p. 43. 
20 [bid., p. 50. 
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sciousness of coidentification in a social group of two or more members.” ** 
Empathy is thus a common factor in such diverse interpersonal relation- 
ships as having friends, falling in love, promoting team spirit, family soli- 
darity, and the fellowship of congregational worship. The strength of 
empathically determined drives may be appreciated by recalling accounts 
of self-sacrifice in which a person is willing to die so that another may live. 
It is also well to recall the part played by shared emotional experience in 
drawing people together by giving them a common purpose and interest. 
This is one factor utilized by demagogues in reducing the tensions of ex- 
ploited people, and it is reflected in the Machiavellian maneuver of waging 
war abroad to eliminate unrest at home. So much for the larger implica- 
tions of this socio-biological appraisal of empathy. 

As applied to the problem of schizophrenia, Hoskins indicates the im- 
portance of adequate opportunities for social development in the child's 
environment if sound empathic relationships are to be established. Socially 
isolated and feral children are apt to be defective in their ability to adjust 
to the expectations of society. What is important in the present context is 
to note the biological setting Hoskins gives to this rather familiar psycho- 
logical teaching. It paves the way for a merging of the biophysical and the 
biosocial approaches to behavior difficulties. 

Against this general biological background Hoskins projects his exami- 
nation of the constitutional adequacy of the schizophrenic patient. Only 
the barest outline of some of his findings can be introduced here. He re- 
ports, for example, that schizophrenic patients may show some adrenal 
insufficiency, some abnormality of sugar metabolism, as well as a disturb- 
ance of oxygen metabolism. The last-mentioned factor was studied by 
obtaining the rate of basal metabolism in a group of 214 schizophrenic 
patients, and finding it to be significantly below normal.’ This relative 
inefficiency of respiratory functions was in line with such other findings 
as reduced blood pressure, retarded heart beat, and subnormal rate of cir- 
culation. In addition, adaptive changes to variations in temperature seemed 
to be sluggish. 

Hoskins and his co-workers also found an interesting difference be- 
tween normal people and schizophrenic patients in a series of experiments 
bodily rotation. Both postrotational nystagmus and 
muscle tonus of the patients showed disturbance. With reference to these 
reactions to semicircular canal stimulation Hoskins writes that “ it is diffi- 
cult to escape the conclusion that the deficit here is centrally determined 


and is based on organ defect.” ** 


involving responses to 


1 [bid., p. 53- 
2 Ibid., p. 135- 23 Ibid., p. 158. 
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There is much additional evidence of this general kind in Hoskins’ 
book. He interprets the drift of this evidence to mean that schizophrenia 
is rooted in constitutional weakness. He is of the opinion that the schizo- 
phrenic lacks sufficient energy resources for successful adaptation to the 
stresses of living. In his own words, “ The prodigality of effort required for 
organic adaptation leaves the patient with but inadequate energy for suc- 
cessful adaptation in the social field.” * Hoskins seems to consider schizo- 
phrenic seclusiveness as the product of a congenital lack of strength to 
deal with people in realistic fashion. 

Some Statistical Evidence. The advocate of a constitutional predis- 
position to schizophrenic breakdown as the major etiological factor need 
not rest content with the evidence supplied by the work of investigators 
like Kallmann, Kretschmer, and Hoskins. He can in addition cite the sta- 
tistical evidence mobilized by Landis and Page.” These psychologists took 
their point of departure from the contention of those who sponsor what 
might be called the conflict theory of functional mental disorder. For 
present expository purposes this theory can serve as the chief alternative 
to the constitutional theory. It rules out hereditary or congenital factors 
as significant determiners of functional abnormalities, and assumes that the 
stresses of personal conflict, acute frustration, emotional upheaval, and 
kindred threats to the integrity of basic inner security may suffice as de- 
terminers of such abnormalities. In this sense the conflict theory is essen- 
tially a biosocial rather than a biophysical approach. It would imply, so 
Landis and Page reasoned, that any catastrophic disruption of the ordered 
pattern of society would result in an appreciable increase in the incidence 
of functional disorders. This was the kind of implication they subjected to 
statistical check. 

Wars and economic depressions constitute catastrophic disruptions of 
the kind just mentioned. Accordingly, Landis and Page ** decided to in- 
vestigate the effect of World War I and of the depression of the early 
1930's on the incidence of functional mental disease. With respect to 
schizophrenia, they found that in the State of New York, which keeps 
fairly careful hospital records, the average annual admission rate for first 
admissions for schizophrenics was 25.4 per 100,000 for the general popula- 
tion during the two war years. This rate did not differ greatly from the 
rate of 24.4 for the two years preceding and the two years following the war. 
In brief, the critical war period seemed to have no genuine effect on the 


24 Hoskins, R. C., The Biology of Schizophrenia, p. 159. 

25 Landis, C., and Page, J. D., Modern Society and Mental Disease. New York, 
Rinehart, 1938. 

26 Ibid., pp. 145-148. 
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incidence of schizophrenic breakdown. A similar result was found when 
the effect of the depression was examined. The three acute depression 
years from 1929 to 1932 yielded a ratio of 26.2 per 100,000, as compared 
with a ratio of 26.7 for the years 1927 to 1929 and 1932 to 1934. 

On the basis of such statistical data Landis and Page concluded that 
schizophrenia and other functional disorders cannot be accounted for by 
an appeal to the implications of the conflict theory. They state explicitly 
“that the basic etiological factors . . . are physiological and constitu- 
tional.” Unemployment, economic loss, and strains of war had no appre- 
ciable influence on the incidence of new cases of schizophrenia in New 
York. Year after year the psychopathic hospitals of the state kept admit- 
ting the twenty-five percent of new cases of this psychosis. Landis and Page 
do not deny that wars and depressions cause “ mental stress and unhappi- 
ness,” but merely affirm the failure of “these psychological stresses and 
tensions” to “lead to an increased rate of hospitalized mental disease.” 
Furthermore, as the last phrase suggests, their rejection of the conflict 
theory of causation is not restricted to schizophrenia. They regard all so- 
called mental diseases as consequences of underlying constitutional in- 
adequacies. 

Developmental Factors. The cumulative effect of this evidence is 
rather impressive, and unwillingness to accept such evidence might be con- 
sidered wishful evasion. Nevertheless, there are many students of the prob- 
lem of schizophrenia who are by no means persuaded of the irresistible 
force of this evidence, and who consider the heredoconstitutional theory 
of the etiology of schizophrenia far from established. 

In some respects current controversy regarding schizophrenia and its 
causation is not very different from similar debates indulged in by cancer 
specialists regarding the etiology of the latter disease. Despite a tremen- 
dous literature and much research, one looks in vain for a clear-cut and 
decisively cogent demonstration of the cause or causes of the two condi- 
tions. In both there is persistent reference to the possible role of hereditary 
factors: in both there is recurrent reference to non-genetic determining fac- 
tors. As applied to schizophrenia, the latter factors have already been men- 
tioned as having to do with the conflict theory. This is merely a convenient 
way of designating all those views which regard schizophrenia not so much 
as the product of inherent constitutional weakness, but as the result of in- 
adequate psychosocial development. Such inadequacy, according to these 
views, becomes especially manifest when personal problems or conflicts 
confront the individual. His psychological development may not be equal 
to the demands made on him by the stress of such conflicts and mental 


breakdown may supervene. 
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Adolf Meyer's Contribution. Until the early years of the present cen- 
tury Kraepelin’s prestige made the heredoconstitutional approach to schizo- 
phrenia the prevalent one. But starting about 1903, with the publication 
of an important article by Adolf Meyer," this exclusively biophysical search 
for the etiology of schizophrenia began to be questioned. Meyer did 


Ficurr 22. Adolf Meyer (1866-1950), for many years professor of 
psychiatry at The Johns Hopkins University. Outstanding brain path- 
ologist and advocate of a psychobiological approach to mental dis- 
orders. (Courtesy of Wide World Photos, Inc.) 


not rule out all constitutional factors; but he called attention to the pos- 
sible importance of hitherto neglected experiential ones. By playing down 
the former and emphasizing the latter Meyer made the concept of schizo- 
phrenia as a disorder of personality more plausible. 

He did not deny the existence of the various kinds of brain pathology 
which other investigators reported in their post-mortem studies of schizo- 
phrenic patients. As a competent brain pathologist Meyer was able to pass 
expert judgment on such studies. The lack of consistency in the findings 
of different examiners became increasingly evident through the years. It 
was impossible to reconcile the contradictions in the varied post-mortem 
findings. Some found the cells of the third and fifth cortical layers af- 


27 Meyer, A., “An attempt at analysis of the neurotic constitution," Amer. J. 
Psychol., 1903, 14, 90-103. 
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fected; others stressed pathology in the region of the thalamus or the cho- 
roid plexus or even the white matter. This difficulty in locating a specific 
neuropathic basis for schizophrenia made many psychiatrists more recep- 
tive to Meyer's suggestions for a new approach. It also became clear that, 
without suitable controls, such post-mortem findings were relatively mean- 
ingless. The brains of patients who had not been schizophrenic revealed 
similar pathological changes.” Under the circumstances, search for a clearly 
demonstrable organic basis for schizophrenia became more and more dis- 
couraging. Accordingly, what Meyer had to propose in terms of the etio- 
logical significance of the patient's life history aroused less resistance from 
many who had hitherto regarded “ organic” explanations of disease as the 
only ones compatible with scientific respectability. 

Kasanin’s Views. An interesting elaboration of the general drift of what 
Meyer had regarded as a psychobiological approach to schizophrenia is to 
be found in an informative article by Kasanin.** It will prove more instruc- 
tive to consider what Kasanin had to say than to limit the present account 
to Meyer's original formulation, because Kasanin has incorporated so much 
contemporary psychological material. 

Meyer, Kasanin reminds us, not only introduced a “ dynamic-genetic 
point of view in American psychiatry,” but also “ had the courage to con- 
tend that schizophrenia was essentially a personality disorder due to cer- 
tain environmental and constitutional factors, rather than to an endocrine 
or toxic disorder." Meyer's viewpoint thus did not altogether eliminate 
consideration of constitutional factors. It did, however, lay particular stress 
on the correlative importance of experiential or developmental factors. 
Since the latter could presumably be subjected to a measure of control, the 
outlook for the constitutionally predisposed was no longer as hopeless as 
had been the case before Meyer developed his concepts. 

To understand the schizophrenic patient it is not enough to delve into 
his hereditary background. We must also consider the stresses to which he 
has been exposed as he was growing up. Only in this way can we get at 
what Kasanin termed the " developmental roots of schizophrenia." The 
behavior of the adult schizophrenic will not become psychologically intel- 
try credits C. B. Dunlap with important work in 
this respect, for his “ famous report did much to discourage further neuropathological 
studies in America.” It is pointed out that Dunlap summarized his chief conclusions 


as follows: “ For us the changes in the brain of schizophrenia are not only inconstant 
and non-specific, but they are such as may be found in any series of control cases" . . . 
and “ their significance for the discase process scems to be without importance." (Quoted 
from Strecker, E. A., Ebaugh, F. G., and Ewald, J. R., Practical Clinical Psychiatry 
(6th ed.). Philadelphia, Blakiston, 1947, P- 266. 

29 Kasanin, J. S., “ Developmental roots © 
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ligible until it is viewed in the light of such a developmental perspective. 
Kasanin, in other words, regarded “ schizophrenia as a failure in matura- 
tion and development.” What stands out most prominently in this failure, 
he maintained, “is regression to genetically earlier modes of action and 
thought.” 

The general nature of regression has already been indicated. It was 
mentioned in Chapter 3 as one of the dynamisms of blame avoidance and 
some everyday instances were used by way of example. Kasanin introduced 
the same dynamism as a means of clarifying the psychodynamics of schizo- 
phrenia. In doing so he was not introducing a new observation, for many 
of his clinical predecessors had already noted the immature nature of a 
good portion of schizophrenic behavior. In fact, in some cases the im- 
maturity may be so extreme as to amount to a regression to infantile be- 
havior with loss of sphincter control and refusal to eat unless fed by an 
attendant. In other instances the postural attitude of the catatonic patient 
may approximate the characteristic intra-uterine position of the unborn 
child. Regression as observed among schizophrenics is a somewhat complex 
phenomenon, and cannot be disposed of by the simple examples just cited. 
Kasanin points out that there are at least three ways in which this rever- 
sion to less mature modes of adjustment manifests itself. Let us consider 
these in order. 


(1) Loss of adult concern regarding personal grooming and the importance 
of self-direction. The patient becomes sloppy and careless about his appearance. 
He becomes less self-reliant and more dependent on others. Like a child, he 
fails to be concerned about the realities of supporting himself, or being actively 
concerned about the surrounding world or the welfare of his family. Another 
way of describing this regressive change is to say that he loses contact with the 
everyday world and emotional rapport with friends and relatives. 

(2) The second manifestation of regressive behavior requires no extended 
description, for it was elaborated when disorders of thinking were being dis- 
cussed. Kasanin notes the way in which the schizophrenic has reverted from 
the adult’s competence to handle abstractions to the child’s preference for con- 
crete thinking. The patient “ deals with things on an entirely sensory level as 
a child does.” To appreciate the implications of such cognitive regression it will 
be helpful to review what has already been said in connection with the work of 
Kurt Goldstein, the use of the Vigotsky and the Columbia tests as well as the 
work of Cameron.*^ 


(3) The third aspect is not as easily disposed of as the first two. It has to 
do with the results of study devoted to analyses of schizophrenic thinking. More 


30 See pp. 154-166. 
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accurately stated, it has to do with schizophrenic speech. That such speech is 
not always a word salad, but is revelatory of the patient’s inner life “ is another 
of the great clinical observations of Adolf Meyer.” To say that the schizophrenic 
regresses to earlier, less mature modes of thinking and behavior may be taken to 
mean that he reverts to childish modes of reaction. This is a common view. 
However, this is not to be taken too literally. The schizophrenic’s language, for 
example, is not actually a duplication of baby talk or the chatter of a pre- 
adolescent. His vocabulary is not identical with the words he had at his disposal 
in his childhood. In using a term like regression it is well not to lose sight of 
the difference between a child’s behavior and the adult’s acting like a child. 

In one sense regressive behavior is not limited to abnormal personalities. 
Even normal people under stress of certain kinds of frustration reveal explosive 
reactions not unlike a child’s temper tantrums. Older children, as various experi- 
mental studies have shown, when deprived of favorite toys or otherwise frus 
trated, may then exhibit less mature modes of behavior reminiscent of earlier 
levels of adjustment. But, as Kasanin observes, this sort of familiar response to 
frustrating situations may deal “ not so much with regression of behavior as 
primitivation of it.” If emotional control is one sign of maturity, then loss of 
such control might readily suggest diminution of maturity. 

To understand the differences between childish behavior and what is com- 
monly called regressive behavior in the schizophrenic it is necessary to consider 
underlying differences in coping with the world of reality. The child is still hav- 
ing to learn what this world is like. His parents are there to act as buffers for 
him and to protect him from premature exposure to its threatening aspects. As 
his sense of reality develops he is ready to be less dependent upon such parental 
safeguards. During this protracted learning period the child “ can afford to ex- 
periment with reality under the guidance of his parents.” There is no risk for 
the child in living in a world of playful make-believe. As Kasanin sums this up: 
“ the sense of reality is not a problem " for the child. But it is a crucial problem 
for the schizophrenic. Feeling that his grasp of reality is slipping constitutes a 
serious threat to the patient and he may indulge in “ desperate attempts to re- 
trieve it, to re-establish it, to reorganize it.” The adult schizophrenic cannot de- 
pend on parents or parent surrogates to act as buffers. In contrast to the child 
“ he stands alone.” This difference in basic security with respect to the sense 
of reality, Kasanin points out, renders schizophrenic regression different from 
mere childish or immature behavior. About all one can say, Kasanin holds, “ is 
that a schizophrenic in his illness goes through certain phases in his regression 
which are somewhat analogous to certain phases in the maturation of the child.” 


‘ons in mind, the concept of regression 


Bearing the foregoing qualificati reg 
may aid us in understanding the schizophrenic. If schizophrenia is char- 


acterized by regression to childish levels of adjustment, then the character- 
istics of such levels must be reviewed. One must ask, what does it mean 
to think and act like a child? To answer this question, Kasanin takes 
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Piaget’s investigations of the psychology of children as his point of depar- 
ture. This involves the child’s animistic beliefs. A young child endows 
objects like marbles and cars with the attributes of life, on the implicit 
theory that whatever moves is alive. Thinking in terms of mechanical 
causation comes later in the child's intellectual development. In this pre- 
causal, animistic stage the world of the child is a mixture of the magical 
and the real. Moreover, as Piaget showed, the child’s basic attitude is ego- 
centric. The sun shines for him and the rain comes in order to drive him 
indoors. He acts as if he were the center of the universe. He even comes 
to regard his wishes as powerful influences in making things happen. The 
youngster, despite his relative weakness and helplessness, may actually feel 
omnipotent because of the magical strength of his thoughts. In addition, 
Piaget found that children “are perpetually under the impression that 
people can read their thoughts and in extreme cases can steal their thoughts 
away." Furthermore, Kasanin reminds us that in the process of develop- 
ment from infancy to adolescence the child has to learn the meaning and 
implications of its own sex. For some this kind of learning is fraught with 
doubt and anxiety. Some youngsters ^ are not at all sure that their sex is 
definite and final." 

To sum up, we may say that the three sets of childish notions which 
Kasanin regards as especially important for an understanding of the genesis 
of schizophrenic behavior are: The child's belief that adults can read his 
thoughts, that he can accomplish anything when feelings of omnipotence 
obtrude themselves, and thirdly, that his sex may not be clearly established. 

On the basis of numerous observations of the early stages of schizo- 
phrenia Kasanin came to perceive a relationship between such common 
childlike beliefs and the otherwise inexplicable delusions of his patients. 
He noted, for example, the frequency with which schizophrenic behavior 
is associated with ideas of omnipotence. One of his patients maintained a 
fixed postural attitude, seated almost motionless in a chair with the index 
finger crooked in a definite position. The meaning of this became clear 
once it was learned that the patient believed himself to be so powerful 
that the whole world would be destroyed the instant he moved his finger. 
Both the feeling of omnipotence and the egocentric attitude of the im- 
mature youngster are reflected in such schizophrenic behavior. To feel that 
one is at the hub of the universe and in a position of cosmic control may 
occasion either grief or self-glorification, depending on the kind of events 
the patient comes to regard as falling within the orbit of his life space. 
Should one of his relatives or friends die, he may hold himself responsible 
for their death because of failure to have prevented it, or sometimes be- 
cause of a feeling that transient thoughts of their dying may have brought 
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it about. He feels close to the ruling powers of the world. Just what form 
this takes will vary with the cultural setting. In Christian countries it is not 
unusual for schizophrenics to identify themselves with Christ or God, or 
the Virgin Mary. In non-Christian areas like the Soviet Union, the schizo- 
phrenic may enjoy the self-glorifying delusion of being at one with Lenin 
or Stalin, or some other communist leader. Egocentricity and feelings of 
omnipotence thus come to explain why some patients feel that total 
strangers are talking about them, that wars and floods are due to their 
thoughts, or that the world may be annihilated because of their evil ideas 
or wicked actions. ji 

Every experienced clinician has had occasion to verify Kasanin's obser- 
vation of the frequency with which schizophrenic patients assume that 
other people know what is going on in their minds. This, it will be remem- 
bered, is regressive in the sense that young children often take for granted 
the adult’s or parent’s knowledge of everything, including the child’s un- 
expressed thoughts. Manifestations of this phase of regressive behavior take 
many forms among schizophrenics. One examiner, for example, had 
trouble persuading a schizophrenic patient of the need to tell about his 
perplexities. The patient insisted such talk was superfluous, since the ques- 
tioner knew the answers because of the special mysterious * relationship " 
between the two of them. Sometimes the patient seems convinced all his 
thoughts are broadcast by “ brain waves," or radar, or other mechanical 
contrivance. Other patients may complain that when they pass people on 
the street who indulge in certain gestures or exhibit certain facial expres- 
sions, such gestures and expressions indicate knowledge of what the pa- 
tients chance to be thinking. Such ideas of reference sometimes result in 
having patients complain that a given movie or a certain magazine article 
really depicts the story of their lives. Still more bizarre is the conviction of 
some schizophrenics that other patients on the ward are having roles to act 
out in dramatic form. These other patients are not viewed as patients, 
but rather as actors whose task it is to dramatize the life story of the 
schizophrenic. Here, too, one notes the egocentricity of the child coupled 
with a magical belief in the reality of telepathic influences. 

The third developmental root of schizophrenia as outlined by Kasanin 
concerns confusion about sex. Like the young child the schizophrenic is 
often worried about the significance and control of erotic impulses. Many 
patients answer a direct question like “ Are you a man or a woman?” with 
such evasive replies as “ That's the problem” or “ What's your idea” or 
* If L only knew." One might expect such a question to astonish the patient 
as it would a normal adult, and yet they rarely seem to regard it as absurdly 
irrelevant. This in itself suggests an underlying uncertainty regarding the 
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import of sexual tensions in the life of the patient, and the social role such 
tensions impose. Of course, doubt about their complete masculinity or 
femininity may occur in youngsters in their preadolescent years. For an 
adult to harbor such doubts about his own gender may thus indicate a re- 
gressive shift to a pre-adolescent inner struggle or confusion. At all events, 
it is a clinical fact that many of the schizophrenic’s preoccupations are 
concerned with such struggles and confusions. One patient may wonder 
whether he is homosexual, another may think of himself as hermaphroditic, 
and still another may talk about being sexless. Some male patients think 
they have been transformed into women, while some of the women, 
though not believing themselves transformed into men, may nevertheless 
exhibit distortion of identification with normal sex roles by insisting uterus 
and ovaries have disappeared. 

This kind of delusional thinking serves as a reminder of the importance 
of a well-integrated body image for healthy adjustments not merely in 
terms of healthy sexuality, but also in terms of one’s general orientation 
toward self and society. The concepts of masculinity and femininity, as 
they come to be developed by boys and girls in the course of their develop- 
ment, are outgrowths of such general orientation. As a moment's reflection 
shows, notions of appropriate aggressiveness, refinement, being ladylike, 
acting like a gentleman, and a host of other personality variables are bound 
up with the consequences of the acculturation of the sex drive. For the 
patient to have regressed to an immature stage of uncertainty regarding 
the social implications of his sex drive is thus catastrophic for him, not so 
much because of sexual frustration, but because it leaves him as bewildered 
as an actor who cannot recall just what role he is supposed to play, or just 
how to play whatever role he hastily decides upon as action on the stage 
demands that he do something. It is hard to play a man’s role if one does 
not feel like a man. 

In the light of this “ triad of psychological facts " it should not be hard 
to see how the original suggestion made by Adolf Meyer has come to in- 
fluence the work of students of schizophrenia. Meyer, it will be recalled, was 
unable to rest content with an exclusively heredoconstitutional approach 
to the etiology of the disorder. Instead, he called attention to the etiological 
significance of maladaptive ways of dealing with routine problem situations 
incident to growing from childhood to adulthood. 

Viewed psychobiologically, the child has to learn to become more and 
more independent and self-reliant, if adult habits are to replace childish 
ones. This genetic perspective envisages the gradual transition from parental 
guidance and discipline of the young child to the self-guidance and self- 
discipline of the mature adult. As this transition takes place, the growing 
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individual — provided his development is normal—comes to experience 
an ever-widening range of contacts with people and things. His horizons 
broaden. He comes to learn what the world — both the physical and the 
social world — is like. This learning takes place at home, in the neighbor- 
hood, at school, on the playground, at the movies, on vacation trips, and 
in the privacy of his reading and dreaming. As his body grows he comes to 
learn the meaning of familiar organic sensations, kinesthetic stimuli, and 
emotional processes. He develops a concept of what he can do with his 
muscles in terms of strength and skill. He compares himself with others 
and notions of physical inferiority, superiority, and equality emerge. Even 
what he thinks of his physical attractiveness comes to be a constituent fea- 
ture of this body image. In part this concept of himself is conditioned by 
the way other people react to him. 

The child’s ever-enlarging understanding of himself and his world is 
thus a resultant of inner and outer impressions. If all goes reasonably well, 
he comes to have a fairly realistic concept of the nature of the world as it 
affects his welfare. But if things do not go so well, his concept of reality 
is apt to be warped. Such distortion of the nature of reality makes for ab- 
normal behavior. Distortion is apt to occur when there is failure to learn 
to be secure with other people, to feel confident of being accepted by them, 
or being able to live up to what one has come to expect of oneself. The 
latter expectations, which have to do with personal aspiration are, of course, 
also products of social learning. 

What was said in Chapter 3 regarding the insecurity syndrome is thus 
intimately related to this general Meyerian view of the etiology of schizo- 
phrenia. Broadly considered, the achievement of a modicum of emotional 
security hinges on an adequate understanding and acceptance of reality. 
This involves both the world of physical reality and the world of ethico- 
social reality. As long as the child operates within the protective orbit of 
adult supervision, no serious harm befalls him as he engages in childlike 
explorations of the world with naive expectations and immature attitudes. 
Slowly, as these expectations are not fulfilled and these attitudes not con- 
firmed by the fruits of his probing, the child acquires more adequate expec- 
tations and attitudes. This is what is meant by the child’s reality testing. 
In the process he becomes less egocentric, learns to think in terms of cause 
and effect instead of magic, becomes skeptical of his own omnipotence and 
the omniscience of adults, and more certain of the ethico-social import 
of his erotic tensions. Were he to revert to any of his less mature, more de- 
pendent, more childlike modes of behavior after having advanced beyond 
them, such reversion would constitute regressive behavior. This is what the 
schizophrenic has done in terms of Kasanin’s elaboration of Meyer's theory. 
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In short, Kasanin sees the “ developmental roots of schizophrenia” as 
grounded in either an inadequate emancipation from or regression to the 
child’s notions of reality. Like many children, “ schizophrenics frequently 
express ideas of omnipotence, being endowed with great power, and some- 
how being mixed up with great cosmic events; they are very often confused 
as to whether they are men or women, and frequently express the idea that 
other people read their thoughts.” ** 

If it is to be adequate, any theory dealing with the etiology of schizo- 
phrenia should account for the clinical varieties of this disorder. What 
makes one schizophrenic paranoid in his behavior and another catatonic? 
Or what causes the difference between a hebephrenic and any one of the 
other types? In many instances clinical manifestations of these types are 
so different that some observers have wondered about the soundness of a 
diagnostic scheme which subsumes them under a common diagnostic label. 
Nevertheless, the majority of clinicians seem to have found enough com- 
mon factors among the traditional types to justify calling all of them varie- 
ties of schizophrenia. Accordingly, no discussion of the cause of the disorder 
would be complete unless it served to account for these multiple effects. 
None of the theories introduced so far have been concerned with this 
issue. Kallmann, for example, did not profess to have discovered one set 
of genetic factors in the hereditary background of catatonic patients, and 
another in the ancestry of hebephrenic ones. Nor did Adolf Meyer specify 
varying developmental factors to account for the clinical differences. 

Boisen’s Analysis. An interesting attempt to solve this problem is found 
in the suggestions proposed by Boisen.** This student of schizophrenia be- 
came interested in the problem as a result of his own experiences as a schizo- 
phrenic patient. In the early years of his illness he had no technical knowl- 
edge of mental disorders, having been trained as a clergyman.** Upon his 
recovery he applied himself to an intensive study of mental illness and 
telated problems, for the purpose of fitting himself to become a chaplain 
to institutionalized psychiatric patients. In one sense he was pioneering 
in a new field that has since come to be known as pastoral psychiatry. 

As a result of this preparation, he eventually succeeded in becoming a 
resident staff member of mental hospitals and thus came into close per- 
sonal contact with very many mentally ill persons. As their religious coun- 

#1 Kasanin, op. cit., p. 776. 
82 Boisen, A. T., The Exploration of the Inner World. Chicago, Willett, Clark 
and Company, 1936. 

88 Prior to his graduation from the Union Theological Seminary he had worked 

for the U.S. Forestry Service, since he had received a degree in forestry from Yale. Fur- 


thermore, as a young man he had taught in the Romance Language department at In- 
diana University. 
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selor he came to know much about their personal problems, inner struggles, 
and emotional entanglements. The effort to systematize the mass of inti- 
mate clinical data obtained in this way resulted in a rather interesting 
formulation of psychodynamic possibilities to account for the clinical varie- 
ties of schizophrenia. If valid, this formulation would help to clarify some 
etiological difficulties; hence its relevance in the present context. 

In general, Boisen’s scheme of interpretation assumes the schizophren- 
ic's chief difficulty to be the actual or threatened collapse of self-respect. 
Such a collapse would obviously be tantamount to activation of what was 
earlier referred to as the insecurity syndrome. What is popularly called 
self-preservation involves more than safe-guarding one’s life. It also involves 
the preservation of what is variously designated as one’s honor, sense of 
decency, or feeling of personal worth. Only in a restricted biological sense 
can self-preservation be regarded as limited to the preservation of life. 
Psychologically considered, the quality of the life that is preserved is of 
coordinate importance to the mature personality. This is reflected in melo- 
dramatic clichés about the worthlessness of “ life without honor,” or the 
demand for “liberty or death.” 

Being able to think of oneself as good, honorable, and respectable is 
thus important for the maintenance of mental health. Schizophrenic break- 
down, as envisaged by Boisen, is to be understood as due to failure to 
handle such mental health needs effectively. In his own words, the schizo- 
phrenic behaves the way he does because of an “ intolerable loss of self- 
respect.” The clinical varieties of schizophrenia falling within the purview 
of Kraepelin’s fourfold classification are thus accounted for as products of 
differing psychological reactions. The cases of simple schizophrenia, for 
example, Boisen attributes to an unwillingness or incapacity to achieve self- 
respect. In the absence of such a drive for personal achievement there is 
ambitionless drifting when confronted with the challenge of sustained 
action or responsibility. This type of schizophrenic refuses to accept the 
challenge of making something of himself. He seems content to drift aim- 
lessly like a tramp or loafer, unmindful of the disapproval of family or 
friends. Such drifting is the behavioral aspect of the apathy noted by the 
clinician. 

The paranoid type of schizophrenia exhibits a different solution to 
safeguarding the threatened loss of self-respect. Unlike the simple type, the 
th giving up the fight. On the contrary, he puts 
wins the fight by a progressive misinterpreta- 
d his relationship to them. He comes to de- 
emies are plotting against him. These ene- 
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College, or a church synod. To be singled out for special vigilance or attack 
by an important organization means that one must be a person of some 
importance. By thus projecting his hostility onto others the patient frees 
himself from the need of self-condemnation for harboring unworthy im- 
pulses. In this way he not only enhances his jeopardized feelings of self- 
importance, but also keeps his self-respect intact. In the process he con- 
ceals evidence damaging to himself. Such concealment warps the issues, 
and makes for distortion of reality and the emergence of a delusional out- 
look, The end-result is the symptom-complex of ideas of reference, delu- 
sions of grandeur and persecution, and the confused thinking of the para- 
noid schizophrenic patient. According to Boisen, this symptom-complex 
is to be viewed as the consequence of the patient's efforts to ward off inner 
threats to his sense of personal integrity by concealing them within the 
projected delusions. Boisen calls this maneuver “ concealment through 
delusional misinterpretation.” 

The catatonic type of schizophrenia calls for a different explanation. 
Why the mutism, negativism, and resistance to external appeals? Why the 
signs of excitement in some cases and the prolonged, odd posturings in 
others? In proposing answers to such questions, Boisen could draw to a 
certain extent on his own experience, for he had himself undergone this 
kind of psychotic breakdown. He noted, among other things, that the on- 
set of the breakdown was characterized by a reaction of panic. He inter- 
preted this panic reaction as a response to the realization that one is 
threatened by a devastating upheaval of vitally important personal values. 

This implies “ the catastrophic loss of self-respect " referred to earlier. 
Catatonic behavior constitutes a frantic attempt to ward off such loss. It 
amounts to a desperate endeavor to reorganize one’s inner life to salvage 
self-respect. As Boisen sees it, the catatonic is struggling to cope with funda- 
mental issues connected with his scheme of living, man’s ethical obliga- 
tions, ideals of conduct, the control of sex desire, the need to believe in 
God, the efficacy of prayer, and kindred philosophical and theological 
themes. 

In brief, the catatonic is struggling to work out a philosophy of life 
that will save him from the doom he expects to engulf him should he lose 
his self-respect. His abnormal behavior may be understood as that of a 
desperate man striving to concentrate on a problem of life or death. Very 
intense concentration on an inner problem involves a withdrawal from 
external contacts, A serious thinker demands privacy and freedom from 
distracting interruptions. He may become so absorbed and preoccupied as 
to be deaf to sounds well above his usual auditory threshold. 

By applying such commonplace observations to the catatonic patient 
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it ought to be possible, in terms of Boisen’s analysis, to view the symptoms 
as understandable adjustive maneuvers. Such a patient is not necessarily 
yielding to the luxury of unrestrained indulgence in wish-fulfilling fantasy, 
as some observers have assumed. Instead, his withdrawal from active par- 
ticipation in the life around him may be for the purpose of reorganizing 
his inner life. Even catatonic stupor may not always really be as stuporous 
as it seems to the casual observer. It may be more akin to the immobility 
of the victim of shocking news who, unmindful of the friends around him, 
keeps staring into space as he tries to come to grips with the import of 
what constitutes a paralyzing tragedy for him. Analogously, catatonic ex- 
citement may be construed as a sign of the patient’s realization of the 
need for taking desperate measures to deal with a desperate situation. It is 
akin to the excitement of a normal person in a burning building or in a 
car that has gone out of control. Excitement under such circumstances 
often amounts to panic. And, as was just stated, in Boisen's view the cata- 
tonic is struggling to deal with an inner panic. 

Whether the reaction is one of stupor or excitement may vary with the 
patient's appraisal of the situation. When the possibility of being saved 
seems gone, an attitude of abject surrender is likely to result. This is the 
attitude of hopeless despair. In the schizophrenic such extreme despair 
may be reflected in the extreme apathy presented by the stuporous cata- 
tonic, Should there be a fighting chance to save himself, Boisen would 
expect the patient to react to his panic with signs of excitement. Further- 
more, if the patient succeeds in adequately thinking through his problem, 
his recovery may follow. Should he fail, he will join the ranks of the 
chronic schizophrenics who never recover. There is some slight support for 
this interpretation, since, statistically considered, the catatonic patient has 
a better chance for improvement or recovery than any of the other clinical 
types. 
To account for the hebephrenic type, Boisen suggests that this class of 
patients may be thought of as having failed to work out a defense against 
threatened loss of self-respect. Instinctual drives may be too strong, or the 
individual may lack the capacity to learn to control them. Even the mala- 
daptive solutions stumbled upon by the paranoid and simple types fail to 
operate for the hebephrenic type. The struggle to cope with personal con- 
flicts seems too much for the hebephrenic. He seems like a person devoid 
of the kind of self-discipline demanded by goal-directed behavior. Such 
discipline is essential for integrated behavior in terms of the demands of 
ethico-social reality. Recognition of these demands is, of course, indis- 
pensable for the establishment and maintenance of self-respect. As Boisen 
sees it, the hebephrenic is no longer capable of such recognition. The dis- 
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integrated, irresponsible, disoriented picture of hebephrenic impulsiveness 
is the final outcome. 

Concluding Comments. Despite the enormous amount of work de- 
voted to getting at the etiology of the schizophrenic disorders, it should 
be obvious by this time that the matter is not yet settled. This is bluntly 
acknowledged in a recent textbook of psychiatry in which the authors 
state that “ the etiology of the schizophrenic reactions is unknown." ** At 
best, then, what has been presented in this chapter must be regarded as 
a summary of the prevalent theoretic views. The chief justification for in- 
troducing them was to demonstrate the almost bewildering complexity of 
factors confronting the student of schizophrenia. As matters stand, it is 
impossible to be altogether confident of the exclusively functional nature 
of the disorder in question. Nor can we be certain of the validity of the 
heredoconstitutional and kindred theories.** Until decisively clinching evi- 
dence is mobilized, it is perhaps wise not to be dogmatic about any of the 
theories, and to rest content with an attitude of suspended judgment. 

34 Strecker, E. A., Ebaugh, F. G., and Ewald, J. R., Practical Clinical Psychiatry 
(6th ed.). Philadelphia, Blakiston, 1947, p. 262. 

35 These theories may not be as refractory to experimental validation as their his- 
tory suggests. Factor analysis applied to some of their psychological implications seems to 
be yielding promising research leads for psychopathology as well as for students of per- 
sonality theory. For a stimulating introduction to these aspects of the subject, sce. Ey- 
senck, H. J., “ Cyclothymia and schizothymia as a dimension of personality," J. Person- 
dlity, 1950, 19, 123-152. 


13. Functional Psychotic 
Disorders (II) 


From one viewport the disorders to be considered in this chapter may 
be classified as cognitive and affective disorders, respectively. The cognitive 
ones have to do with the implications of the concept of paranoia, while the 
affective ones center around such traditional concepts as those of mania 
and melancholia. In oversimplified terms, paranoia may provisionally be 
thought of as a matter of warped beliefs, and the affective disorders as a 
matter of disturbed emotionality. Just why this constitutes an oversimpli- 
fication will become clearer later, as these two groups of disorders are de- 
scribed in some detail. 


PARANOIA 


In connection with the paranoid type of schizophrenia it was necessary 
to explain the meaning of the adjective “ paranoid.” The student will thus 
recall that it is connected with delusional thinking. This kind of thinking 
merits more careful analysis than it was given in the previous chapter. 
Phases of personal and group adjustment only indirectly related to psy- 
chopathology may be influenced by paranoid factors. Accordingly, it will 
make for a more rewarding orientation to approach the subject from the 
vantage point of this broader perspective. 

Role-playing and Interpersonal Adjustments. Functional disorders, as 
has already been indicated, when considered from a biosocial viewpoint, 
can be described as role-playing disturbances. Role-playing is manifestly 
bound up with learning modes of behavior determined by the demands of 
society. More concretely, this means becoming familiar with such diverse 
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roles as those exemplified by a schoolboy, an athlete, a legislator, a father, 
a businessman, a housewife, a soldier, a clergyman or any other institu- 
tionally conditioned way of expressing the demands of the society or cul- 
tural group to which one belongs. 

In addition, to understand other people requires some knowledge of 
their roles, otherwise the individual cannot play his role effectively. The 
word “play” is somewhat misleading in this context, since there is no 
make-believe or pretense intended as there is in genuine. role-playing on 
the stage. This should be fairly obvious. However, the reference to an 
actor’s role-playing may be helpful as a means of clarifying the importance 
of knowing something of the roles of other people if personal adjustment 
is to be effective. A good actor is not only altogether familiar with his own 
lines, but also has some knowledge of the lines of those playing opposite 
him. What is more, he knows what kinds of character he and they are 
supposed to be portraying. In this sense he has to “ know " their roles, if 
he is to get along with his fellow actors on the stage. 

A similar state of affairs applies to getting along with people in “ real” 
life. To a large extent, adjustment difficulties are explicable as role-playing 
difficulties. This explains why the competent clinician devotes so much of 
his diagnostic effort to finding out whether the new patient, whose case 
he is trying to understand, has a history of difficulty in getting along with 
other people. A detailed case history shows in what specific ways such 
difficulty has been observed. By reading such a history one finds answers 
to such important questions as: “ Does this patient trust people? " “ Docs 
he antagonize others by being quarrelsome or too demanding?” “ How 
does he react to those who antagonize him?” “ Is he basically dependent 
or self-assertive in his dealings with other people?" “Is he awkward in 
social situations or poised?” “Is he a fairly good judge of people, or does 
he tend to misread their intentions?” “ What kind of people — if any — 
does he like?” “ What kind does he fear or dislike? " 

In terms of a broader frame of reference, we might ask whether the 
patient is fundamentally set to be friendly with others, to view them as 
threatening figures, or possibly as neutral or indifferent stimulus objects. 
If the latter should be the prevalent underlying attitude, we might expect 
the patient to behave like the detached, apathetic schizophrenic men- 
tioned in the previous chapter in connection with the drifting reaction. 
On the other hand, a tendency to view others as threatening figures is 
likely to lead to different adjustive maneuvers. Flattery or other techniques 
of ingratiation might be tried out. Or, if the threatening forces are deemed 
too powerful, flight or social withdrawal might be called for as exemplified 
by some cases of schizophrenic withdrawal. However, should these forces 
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be viewed as not too powerful to be resisted, then a fighting reaction like 
that described in connection with the paranoid type of schizophrenia 
might come to be the patient’s habitual mode of defense. 

In some respects, these types of reaction are reflections of very old 
psychological views centering around the classification of temperament. The 
sanguine temperament reflects the friendly, outgoing person just as the 
phlegmatic temperament suggests the indifferent, sluggish, idly detached 
person. Melancholic persons, in turn, are not merely dejected, but also 
timorous and withdrawn. And, finally, the choleric person is usually 
thought of as irritable, unfriendly, suspicious, and quarrelsome. 

In more recent times, Horney has revised some of these ideas by point- 
ing out that with reference to social orientation we move toward people, 
or away from them, or against them. In terms of psychopathology, the 
person whose customary social role impels him to view others as hostile 
figures and to be ready to move against them should be described as a 
paranoid person. It is to be understood, of course, that a term like paranoid 
presupposes a distortion of the patient’s outlook. In the present instance 
the “hostile” figures are not really hostile. This distortion of reality is not 
a matter of sensory deficiency, but of warped thinking. The paranoid pa- 
tient is called paranoid because of the delusions he harbors, and not be- 
cause of any illusions or hallucinations that may accompany his delusions. 

Cognitive Efficiency and Mental Health. Before elaborating the im- 
plications of such a paranoid outlook it might once again be well to devote 
some attention to the subject of accurate thinking in the light of psycho- 
pathology. At one time, abnormal behavior was accounted for almost ex- 
clusively in terms of cognitive factors. As was brought out in Chapter 6, 
insanity and irrationality were almost synonymous concepts, and mental 
disorder was thought of as primarily a disorder of man’s logical processes. 
However, with the introduction of more emphasis on such factors as dis- 
sociation, unconscious impulses, reaction formation, and other defense 
dynamisms the irrational was emphasized and the rational was played 
down. 

Pushed to an extreme, this shift in emphasis means relegating disorders 
of thinking to a secondary place in accounting for abnormal behavior. 
Functional disturbances are regarded as almost exclusively the products of 
emotional rather than cognitive troubles. The emotional factors are re- 
garded as the primary sources of maladjustment, with the cognitive ones 
econd. Moreover, this shift in relative emphasis 
reaction against the over-intellectualized ap- 
hiatry. The reaction, however, may have been 


being viewed as a poor s 
may in itself have been a 
proach of pre-Freudian psyc 
an over-reaction. 


344 Functional Psychotic Disorders (II) 


Among others, Maslow + has recently touched upon this issue in con- 
nection with a provocative discussion of the meaning of “ psychological 
health.” He reminds us that the “ neurotic is not only emotionally sick — 
he is cognitively wrong!” As he sees it, the distorting effects of prejudice 
on perception “ should be very much less in healthy people than in sick” 
and justify “ the hypothesis that this perception of reality eventuates ina 
superior ability to reason, to perceive the truth, to come to conclusions, to 
be logical and to be cognitively efficient in general.” * As will soon become 
evident, paranoid characteristics reflect the consequences of failure to be 
cognitively efficient in this general sense. 

Delusions and the Pseudo-community. As a term, paranoia goes back 
to the very early history of medicine. It is mentioned in Greek classics and 
even by writers preceding Hippocrates. The word itself is of Greek origin 
and, taken literally, means mental derangement. For many centuries it was 
used pretty much in the loose sense in which words like “insanity” or 
“ craziness” are employed in everyday speech today. In contemporary psy- 
chiatric usage it has a much more restricted meaning. It connotes a readi- 
ness to be wary of people, to suspect them of hostile intentions, and to 
brood over the possible consequences of such intentions. Of course, para- 
noid refers to unjustified wariness, suspiciousness, and brooding, that is to 
say, to delusional thinking, a twisting of facts, and a misinterpretation of 
reality. ^ 

The victim of paranoia interprets the world in the light of his warped 
system of ideas. He develops ideas of reference as manifested by his tend- 
ency to believe that conversations of strangers or their gestures are refer- 
ring to him. He broods over the meaning of chance remarks, searching for 
subtle implications and latent threats or warnings. Because of his distrust 
of people, he fails to establish warm, mutually confiding relationships. He 
thus has trouble in getting to know people, just as they have trouble getting 
to know him. His impressions of them are colored by his prejudiced pre- 
conceptions. Since he fails to come to know them more intimately, these 
impressions are not likely to be corrected. His thinking about people in his 
community of necessity must be in terms of such warped impressions. In 
reality, the community is not what he takes it to be, for in the course of 
years he has come to develop a host of false ideas about the make-up of its 
members. Cameron; in discussing this sort of development, has described 
the result very aptly by calling it a ^ pseudo-community." The paranoid 


1 Maslow, A. H., ^Selfactualizing people: A study of psychological health,” 
J. Personal., 1949, 18, 11-34. 

2 Ibid., p. 15. 

3 Cameron, N. s" The development of paranoic thinking," Psychol. Rev., 1943, 50; 
219-233. 
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individual has difficulty in getting along with other people because he 
reacts to them in the light of the false ideas implicit in the concept of a 
pseudo-community. 

Social Stereotypes and Delusional Thinking. As we have seen, a basic 
characteristic of paranoid behavior has to do with the consequences of 
reacting to people as one thinks they are, rather than as they really are, This 
ideational distortion renders paranoid behavior a convenient means of illus- 
trating the relationship between warped thinking and adjustive difficulties. 
Such warped thinking, it is well to remember, is technically described as 
delusional thinking. Students sometimes confuse the concept of a delusion 
with that of illusion or hallucination. The two latter terms have reference 
to perceptual abnormalities, while the term delusion deals with an ab- 
normality of belief. 

‘A delusion should thus be considered as a false belief which cannot be 
modified or dislodged by evidence of any kind, no matter how impressive. 
Neither the persuasive arguments of others, nor even direct sensory evi- 
dence effect any change. The false belief persists despite the introduction 
of contrary evidence which the normal person would regard as irrefutable, 

This tenacious persistence serves to differentiate a normal from an ab- 
normal delusion. Possibly a more accurate statement would refer to the 
delusions of normal as opposed to abnormal people, for the presence of 
delusional thinking taken by itself is not necessarily a symptom of psy- 
chopathy. Every person finds himself at some time the victim of a mistaken 
belief. People are deluded by glib sales promoters, but come to recognize 
their error when evidence of the promoter's fraud is brought to light. 

Even the social stereotypes governing popular notions of "race psy- 
chology” may be classified as delusional to some extent. T'o believe that 
* all Scotchmen are stingy” or * all Irishmen are pugnacious " is to be 
harboring an erroneous belief, and yet many normal people entertain be- 
liefs of this sort. However, once they come into direct contact with num- 
bers of generous Scotchmen or unaggressive Irishmen their confidence in 
the tenability of the given stereotype can be shaken. In other words, modi- 
fication of erroneous belief is possible for the normal person. Even though 
give up a familiar, seemingly fixed personal be- 
be induced to do so, provided decisive counter- 
for him, or if "authorities" whose expertness 


he may be reluctant to 
lief, he can nevertheless 
arguments are marshalled 
he acknowledges contradict his belief. 

The history of science is replete with example: 
cherished beliefs. Lyell, the eminent geologist, changed his views on the sub- 
ject of the earth’s age even though for him this meant a personally disturb- 
ing inability to accept a literal interpretation of creation as recorded in 


s of such a rejection of 
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Genesis. He found it impossible to gloss over the evidence brought to light 
by his geological investigations. Despite initial resistance, the medical men 
in Pasteur's day came to discard their earlier beliefs regarding the sound- 
ness of what Pasteur had to report about the role of bacteria in causing 
disease, Freud occasionally reversed or rejected some earlier teaching of his 
as new evidence came to light. Wundt reversed his position on the question 
of feelings of innervation. 

There is no need to multiply instances of the possibility of educating 
people to be governed by evidence rather than desire.* This is one of the 
chief functions of education. This is what is meant by learning to think sci- 
entifically. But such education or learning is not possible for the paranoid 
individual with respect to his delusions. That is why counter-arguments, 
quoting authorities, or any of the customary techniques of debate are 
futile procedures as means of inducing him to recognize his delusions as 
false. Such procedures are not futile when dealing with the false beliefs 
of normal people. This does not mean, of course, that normal people may 
not cling to pet prejudices or erroneous notions rather tenaciously, But it 
does mean that changes can be made by patient teachers, sufficient con- 
trary experience, or adroit argument. 

There is still another facet of the question of “ normal" delusions to 
be considered; namely, the general social acceptance of the false belief. Any 
person today who in all seriousness remains convinced of the earth’s flatness 
would be abnormal. The same conviction held by a person in the twelfth 
century would not have been abnormal. It would be a delusion in the light 
of contemporary evidence, but in the twelfth century it would have been 
a commonly accepted doctrine, part of the common tradition of the 
people of the time. As a result every child would have been influenced by 
this tradition as he was growing up just as the modern child is influenced 
by social stereotypes prevalent in his community. 

A white youngster living in Mississippi who acts as if all Negroes are 
his inferiors in intelligence is the victim of a social stereotype involving de- 
lusional factors, but, under the circumstances, his delusion can be classi- 
fied as “ normal.” The youngster is not reflecting delusional products of a 
pseudo-community. His views are constantly being reinforced by similar 
views held by the people around him. In fact, it is not unlikely that were 
he to repudiate such views, the neighbors would question his sanity or call 
him “ crazy.” In his milieu such repudiation would be “ abnormal ” in the 
statistical sense of abnormality. And yet, in the light of contemporary 
social science teaching, repudiation of the white-supremacy doctrine is 


4 Cf. Citron, A. F., and Harding, J., “ An experiment in training volunteers to 
answer anti-minority remarks,” J. abnorm. soc. Psychol., 1950, 45, pp. 310-328. 
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more in accord with available scientific evidence than the view accepted 
by the people in his region. On the basis of such evidence they are more 
deluded than he is. 

Nevertheless, this kind of delusional thinking in such a milieu may be 
more a product of lack of enlightenment, some would say, than evidence 
of psychopathy. Others might conceivably view such anti-democratic be- 
liefs in a different manner. While not regarding them as necessarily psy- 
chopathic, they might view their energetic espousal as indicative of fairly 
serious emotional insecurity. They might equate them with compensatory 
fascist trends discovered in studies of the so-called “anti-democratic per- 
sonality.” * At all events, such studies have indicated personalities of this 
type to be disposed to blame outsiders for personal failure, to cling to 
ethnocentric loyalties for emotional support, to experience animus against 
alien groups, and to derive ego-enhancement by attributing inferior status 
to such groups. Tendencies of this kind suggest that in such persons preju- 
diced thinking is ego-defensive. Because it serves an adjustive function it 
is harder to modify this kind of thinking in anti-democratic persons than 
in the case of democratic people entertaining kindred prejudices. Such 
relatively greater mental rigidity, as the work of Rokeach ^ has brought 
out characterizes well-entrenched ethnocentric attitudes. 

Delusions of Grandeur, Persecution, and Reference. Turning now to 
definitely abnormal delusions as they are observed in the course of routine 
examination of psychopathic patients, it might prove instructive to list 
those common enough to have separate descriptive labels. Some of these 
are so familiar to the educated public in general that no extensive account 
of their nature is required. For example, the meaning of a delusion of 
grandeur is self-explanatory. The patient identifies himself with some pub- 
lic figure or grandiose personage such as a governor, president, or multi- 
millionaire. References to patients who think of themselves as Napoleon 
are still employed by some writers to illustrate this kind of delusion. Ac- 
tually this is a dubious example, because no patients are likely to harbor 
such a delusion today. It was current more than a hundred years ago when 
Napoleon’s name was news. The modern patient is more apt to identify 
himself with some current figure of prominence. 

Although delusions of grandeur are by no means uncommon among 
which is most characteristic of the paranoid 
persecution. Often a core of fact is discovered 


d, R. N., “ The anti-democratic 
Newcomb and E. L. Hartley, 


paranoid patients, the one 
syndrome is the delusion of 

5 Frenkel-Brunswik, E., Levinson, D. J., and Sanfor: 
personality,” in Readings in Social Psychology (T- M. 
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upon investigating the patient's story. He may date his first discovery of 
the plotting against him by the “ Army General Staff” to the time some 
lieutenant refused him a pass. The fact that this event actually took place 
does not detract from the delusional status of the patient’s conviction of 
persecution “engineered by top brass.” Even some of his reports of the 
“peculiar” way other soldiers looked at him may rest on a factual basis. 
This is understandable as a reaction to the guarded, suspicious mien of the 
paranoid personality. Just as a frown is apt to elicit a frown, so peculiar 
behavior is likely to provoke peculiar behavior, at least in the form of a 
puzzled expression. What is not factual under the circumstances is the 
interpretation the patient gives to the expression. He interprets the expres- 
sion as a sign of hostile intent, of unfriendliness, or possibly as an indica- 
tion of a readiness to attack. 

The part played by his own suspicious attitudes in provoking such 
erroneous interpretations escapes his observation. Being set to look for 
trouble, he finds it. This accounts for the intimate relationship between 
the delusion of persecution and the delusion of reference. This delusion 
has already been mentioned in connection with ideas of reference. It will 
be recalled that such ideas were noted to be present when the paranoid 
patient acted as if people were talking about him, even though they were 
not even mindful of the patient's existence. Once again we may note the 
correctness of the patient's perception, but the incorrectness of his inter- 
pretation. That people are conversing may be true enough, but that they 
are talking about the patient is wide of the mark. It should thus be ob- 
vious that delusional factors are responsible for ideas of reference. Con- 
sequently, ideas of reference and delusions of reference may be regarded 
as synonymous terms from the technical viewpoint. 

Negative Instances and Nihilistic Delusions. A critical thinker looks 
for evidence which may contradict his theory or working hypothesis, as 
well as for evidence which may support it, for negative as well as positive 
evidence. That is why he will arrange for a control experiment, if his prob- 
lem lends itself to experimental attack. If not, then, like Darwin, he will 
make a deliberate attempt to find negative instances. This search is tanta- 
mount to asking: Are there cases which fail to square with my theory? " 
Scientific thinking, in other words, demands ability to shift one's mental 
set as one looks for and appraises both negative as well as favorable evi- 
dence. The scientific thinker has to act both as prosecuting attorney and as 
attorney for the defense before he can judge fairly and honestly. 

This is easy to formulate as an intellectual ideal, but not so easy to 
carry out in real life. The thinker becomes personally involved. It is his 
theory or his discovery which is at stake. The temptation to defend it and 
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to deny or gloss over what fails to square with it can be very strong. But 
the rational person, the effective thinker, learns to recognize the tempta- 
tion and to guard against it. As might be expected, the irrational person 
fails to cope effectively with this aspect of straight thinking. This is not 
a reference to the ordinary impulsive thinking of the excited normal indi- 
vidual who has become embroiled in some political or domestic argu- 
ment. He too is not likely to indulge in the careful search for evidence 
calculated to upset whatever idea he may be sponsoring. Nevertheless, he 
may be shocked into acknowledging such evidence presented by others, 
provided it is clear-cut and obviously incontestable. ‘This susceptibility 
to the force of manifestly cogent evidence running counter to his partisan 
loyalty is what keeps his one-sided thinking within the bounds of rational 
behavior. 

The previous reference to the irrational person was made in connection 
with a particular delusion found only in seriously disturbed patients. This 
delusion, known as a nihilistic delusion, disposes of troublesome contra- 
dictory facts by denying their existence. Even the fact of his own existence 
may be denied by some patient, who may obstinately insist that he is 
dead. Or else the patient may insist that some member of his family is 
dead despite patent evidence to the contrary. Another variant of this 
nihilistic delusion is encountered among schizophrenic patients who com- 
plain of having been deprived of their lungs, hearts, or other bodily organs. 
In some respects the nihilistic delusion may be regarded as closely related 
to the negative hallucination, in the sense that the existence of that which 
is really “ there” fails to be grasped or perceived. 

Unsystematized vs. Systematized Delusions. Since nihilistic delusions 
are found only in seriously disturbed patients, they are not likely to be 
justified in plausible terms by the patient. Fantastic reasons of an utterly 
illogical sort may be offered as proof for the nonexistence of a bodily or- 
gan. The patient may argue that his heart has disappeared because another 
patient said to him, “ You have no heart.” Or else he may insist that his 
children are dead because the American Medical Association needs chil- 


dren for vivisection experiments, and the doctors locked him up in order 


to kidnap and kill his children. He may “know” this is so because 
“voices” keep telling him about it. There is no systematic, logical pattern 
governing this sort of delusional thinking, hence a psychiatrist would de- 

scribe it as an unsystematized delusion. 
Opposed to this is the kind of delusion which has an ordered, logically 
coherent, and superficially plausible form, Such a delusion is called a 
rticularly characteristic of what is often 


systematized delusion, and is pa 
referred to as paranoia. The nature of this disorder will be considered in 
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some detail in the next few paragraphs. It is well to observe that occa- 
sionally some visitor to a psychopathic hospital comes away convinced of 
the complete normality of some patient who accosted him and appealed 
for help to right a flagrant miscarriage of justice. Usually there is a story 
of having been “railroaded” into the institution by conniving relatives 
or business competitors. The patient tells his story so persuasively, and is 
so controlled in his manner and so logical in his thinking that the visitor 
finds it hard to regard the patient as mentally sick, irrational, or insane. 
Cases of this kind illustrate the nature of systematized delusions as found 
in pure paranoia. 

. . A Case of Pure Paranoia. The following summary of a case history may 
prove instructive: 


A man, unmarried, in his middle thirties, was employed to teach chemistry 
in a small college. Initially he made a rather favorable impression on his col- 
leagues. He seemed quiet and unobtrusive and very methodical in his work 
habits. His students found him rather enigmatic and colorless. He lived alone 
at the faculty club and did not encourage fellow-members who tried to become 
better acquainted with him. At first they attributed this to extreme shyness or 
reserve. Being unable to draw him out or get him to be at ease they tended to 
leave him to his own devices, and ceased to invite him to join them in their 
recreational pursuits. He was judged to be a reasonably efficient teacher by his 
department head during the first months of his employment. At least there 
were no complaints from disgruntled students. Accordingly, the department 
head did not hesitate to comply with the young instructor’s request for a letter 
of recommendation on the ground that the instructor was “ thinking of apply- 
ing for a position that might open up at a neighboring college.” Later in the 
year reports of peculiar classroom behavior began to circulate around the cam- 
pus. The instructor would ask some of his students to write “ to whom it may 
concern ” letters in which his teaching efficiency was evaluated by the student. 
In the meantime the department became more disquieted by the man's social 
aloofness and what some regarded as embittered seriousness. The consensus of 
opinion was that he “did not fit into the department very well.” Because of 
this, acting at the department’s suggestion, the president of the college informed 
the instructor that his contract for the ensuing year would not be renewed. 
When he received this notice the usually mild-mannered instructor “ stormed " 
into the president’s office and demanded to know the reason for his dismissal. 
The president stated there was some dissatisfaction with his classroom teaching. 
This provoked an indignant, “that’s a lie and I can prove it." The instructor 
then produced the letters written by the department head and the students. He 
referred to the “scheme to get rid of any talented instructor who can see 
through the bluff of full professors who have not kept up with advances in 
modern chemistry.” To the psychiatrist who was told about the case at the time 
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by the department head it seemed fairly certain that “ paranoid trends " were 
present. The man's difficulty in getting along with his colleagues, his guarded 
manner in dealing with people, along with his unusual request for laudatory let- 
ters from his students all pointed to such a psychiatric verdict. After his dis- 
missal he left the state and was not heard from for years. Some ten years later, 
however, his case was recalled by a news item which confirmed the early psy- 
chiatric judgment. According to the news item, the instructor had been teaching 
at another institution for some years, but had not been advanced in academic 
rank. He concluded that a certain administrative official was barring his promo- 
tion. As this official was coming out of his office the aggrieved chemist fired at 
him without any warning and then killed himself. 


Legal Aspects of Paranoia. The foregoing case approximates the con- 
cept of pure paranoia and shows the patient to be well oriented with re- 
spect to time, place, and person. He can perform creditably on ordinary 
tests of intelligence or logical thinking. Tests like the Vigotsky reveal no 
impairment of the abstract attitude. Nor do routine neurological tests 
show any brain damage. In ordinary conversation the patient talks logi- 
cally and coherently. As was mentioned earlier, he does not fit the popular 
notion of insanity. He may be running a successful business, or drive a 
taxi, do farming, sell shoes, practice medicine, and, in general, support him- 
self and his family. 

That he may be overly serious, prone to take offense, somewhat guarded 
in manner, hard to get to know intimately, would not suffice to justify a 
verdict of insanity in a person thus able to look after his economic wel- 
fare, At least the average jury listening to such a person defend his sanity 
on the witness stand is apt to agree that unfriendly relatives or other asso- 
ciates are conniving to gain control over his funds, This explains why it is 
not easy to secure a verdict of insanity, especially before a violent act has 
taken place. 

Usually the sole justification for urging institutionalization of paranoid 
patients is that of protecting the public from the danger of an outburst of 
homicidal violence. Unfortunately, there is no way of anticipating the 
approximate time of such an outburst. Years may elapse between the first 
psychiatric recognition of the patient's paranoid make-up and the first 
murderous assault, Nor does every paranoid individual inevitably have re- 
course to violence. This makes it impossible for the psychiatrist to guaran- 
tee the inevitability of an assaultive attack as he testifies before the jury. 
He can only testify to the extreme likelihood of such an attack. 

In technical legal procedure one has to stress the relevance of the irre- 
sistible-impulse test more than the right-and-wrong test, in order to estab- 
lish the insanity of some of these paranoid cases. Their delusional patterns 
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are so well organized that it is not easy to persuade the jury that “ insane” 
thinking is present. Proving the existence of an irresistible impulse prior to 
an overt impulsive act is even more difficult. The upshot of this is that com- 
mitment to psychopathic hospitals occurs more frequently after a tragedy 
has taken place. The act of violence is more likely to impress a jury as 
proof of insanity than the delusional core of the paranoid’s well-systema- 
tized story of how he came to be convinced of the hostile intent of his 
“enemies.” 

The Rarity of Pure Paranoia. Just how common are cases of pure 
paranoia? No precise answer can be given to this question. Certainly pa- 
tients fitting the textbook descriptions of pure paranoia cannot be located 
very readily in the average psychopathic hospital. As was just suggested, 
even if such cases should be called to the attention of a psychiatrist in 
private practice, he would not be as ready to start commitment proceed- 
ings as he would be in cases of the paranoid type of schizophrenia. Under 
the circumstances, these private cases are never counted by the medical 
statistician. They are not very frequent, however, according to what we 
have been able to ascertain by informal questioning of psychiatrists with 
years of experience in private practice. 

Official statistics dealing with institutionalized cases of mental disease 
do not list pure paranoia separately. Instead, the listing is “ paranoia 
and paranoid conditions,” and the figure for this group is less than two 
percent of all cases, both functional and organic. The meaning of the 
phrase “ paranoid conditions " will be explained presently. For the time 
being, it is more to the point to note the difficulty of segregating cases of 
pure paranoia from some related conditions. 

In general, by way of summary it may be stated that cases character- 
ized by chronic, systematized delusions of persecution with preservation of 
reality contacts in other respects and with no tendency to deteriorate — the 
classical picture of so-called pure paranoia — are rather rare. Neverthe- 
less, this general symptom picture does occur in conjunction with other 
syndromes, and these are then said to have a paranoid coloring. On occa- 
sion, some cases of incipient schizophrenia may be mistakenly diagnosed 
as “ pure paranoia,” so that the actual incidence of pure paranoia may be 
even less than the present hospital figures indicate. 


PARANOID STATE AND PARANOID PERSONALITIES 


As we have seen, the delusional thinking of the paranoid individual 
may result in a homicidal attack. It is largely because of this danger that 
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he has to be institutionalized. Apart from his delusional system he may be 
in effective contact with reality, and able to look after his affairs compe- 
tently. Furthermore, the well-systematized nature of his delusions means 
that they too are not entirely divorced from reality. 

If the possibility of aggressive action could be warded off, there would 
be no need to institutionalize such patients. They are deemed to be psy- 
chotic because, for purposes of preventing homicide, they have to be 
adjudged “ insane” and, since the concept of feeblemindedness obviously 
does not fit them, the concept of psychosis has to be applied somewhat 
arbitrarily when these matters come before the courts. 

Once a case of pure paranoia has been committed there is little assur- 
ance of having the patient released in the course of years, even though 
there is no progressive deterioration such as marks many schizophrenic 
cases, In fact, it will be recalled that the absence of deterioration is one of 
the clinical characteristics of this disorder. Its chronicity also should be 
mentioned again, This means the patient never rids himself of his para- 
noid atttudes. If a given case should exhibit disappearance of such atti- 
tudes, it would no longer be classified as a case of pure paranoia. In other 
words, only well entrenched, deep seated and chronically persistent atti- 
tudes of this kind come within the scope of the concept of pure paranoia. 
There are paranoid attitudes differing from these and, as a consequence, 
diagnostic complications have arisen. 

In order to understand the technical literature the student should be- 
come familiar with the terminological qualifications called for by such 
complications. By way of illustration, the concept of paranoid state might 
first be considered. This term is used to designate cases in which the de- 
lusional system lacks the fixity or permanence associated with pure para- 
noia. Paranoid state is thus a transient condition. The delusional outlook 
disappears as the patient comes to recognize the incorrectness of his be- 
liefs. Of course it is not unlikely that, given an underlying readiness to 
blame others when things go awry, such a patient may soon be harboring 
a different set of warped beliefs. At all events, every experienced clinician 
comes to recognize patients who, although not manifestly cases of pure 
paranoia, nevertheless exhibit so many of the personality traits of the latter 
that he finds himself calling them paranoid personalities, ‘The maintenance 
of a rigid line of demarcation between the concept of a paranoid state and 
that of paranoid personality is difficult and usually not necessary in clinical 
practice. 

Folie à Deux. As might be expected, paranoid personalities are prone 
to develop paranoid states. Possibly the sole justification for the distinc- 


tion in question is to make provision for the emergence of a paranoid state 
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in otherwise non-paranoid individuals. What is sometimes called folie à 
deux can be used to explain this kind of emergence. This French term, 
taken literally, means “double insanity.” A more clarifying synonym is 
“communicated insanity.” The essential fact to be noted is the possibility 
of having others become persuaded of the validity of a given delusional 
conviction. The consequent sharing of a delusional outlook would render 
them paranoid. It should be noted that those to whom the paranoid out- 
look was transmitted, so to speak, are less likely to cling to the given delu- 
sional system in the face of contrary evidence than the originators of the 
delusion. Where such a finding prevails, the latter might exemplify pure 
paranoia, while the former could be used to illustrate the concept of para- 
noid state. The following case summary will serve as further clarification: 


Some years ago a specialist was consulted by the wife of a professor of 
physiology because of her concern over the welfare of their married daughter. 
According to the mother, the daughter had always been exceedingly devoted 
to her parents and had shown marked talent for and interest in creative writing. 
However, within a few years after the daughter’s marriage there seemed to be a 
subtle change in the young girl’s personality. She became less demonstrative and 
seemed indifferent to many of her mother’s wishes. She visited the parental 
home less and less frequently. Furthermore, her attitude toward creative writing 
suffered a marked change. She no longer exhibited any interest in making a 
name for herself as a novelist and ceased to devote several hours a day to the 
business of writing. When urged by her mother not to neglect this talent, the 
daughter acted “ strangely — with a queer look in her eyes — kind of smiled to 
herself, and said nothing.” For many months the mother puzzled over this 
" change in Mary's personality.” She kept asking herself what might account 
for it and finally, “ after studying the situation and talking to some of the 
neighbors who lived close to the daughter,” she “ realized her son-in-law must 
be responsible.” He was “a very peculiar person.” Neither she nor her husband 
had ever had confidence in him. Actually, they had not been pleased when he 
married into the family, “ but, of course, had never said anything about this 
either to him or to Mary.” One day after reading a magazine article on hyp- 
notism it became clear to the mother that if the son-in-law had hypnotized the 
daughter, he might have gotten a strong influence over her. She wondered 
whether “ Mary realized she was put under the spell." With the development 
of this idea to the effect that the son-in-law might be resorting to hypnotic con- 
trol she began to look for corroborative evidence. The very fact that she could 
find no books on hypnosis in his house even though he seemed to have books 
" on every other subject " made her even more suspicious. It looked “as if he 
might have hidden the books on hypnosis.” She also noted that sometimes 
when the young people were having a discussion “ Mary would start a sentence 
and stop in the middle as her husband began to say something. This showed 
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he could control Mary’s speech, for Mary never used to be like that.” Numerous 
other observations of a kindred sort served to reinforce this conviction of control 
by hypnotic influence. However, no report was made of any first-hand evidence. 
The evidence was all of this general, inferential, circumstantial sort. Mary her- 
self never complained. When this was pointed out the mother replied, “ Of 
course she'd never complain. He's smart enough to give her a hypnotic order 
never to complain." 

During the many months this delusion was developing she shared her suspi- 
cions with her husband and an older unmarried daughter. At first both of them 
regarded the talk of hypnotic influence as sheer nonsense, but as the mother 
persisted in calling their attention to all sorts of indications of “ undue influ- 
ence ” and kept challenging them to “ explain ” these indications, they began to 
be won over to her viewpoint. Within a few years all three began to share a 
common delusional outlook with varying degrees of conviction. The mother 
was most unshakable in her convictions, while the physiologist and the daugh- 
ter seemed to have some misgivings about believing the charges in altogether 
positive fashion. They were almost persuaded of the soundness of the mother’s 
charges, while with the mother all vestige of doubt had disappeared. 


This case is really an example of folie à trois, since three people were 
involved, but this is merely an incidental observation. It is more important 
to note that the mother’s behavior conforms to the picture of pure para- 
noia with its fixed, systematized delusional system, while the picture of 
paranoid state is reflected in the behavior of the father and unmarried 
daughter. All three admitted never having liked Mary’s husband. Because 
of this, all three may be presumed to have been predisposed to find fault 
with him. Their delusional trends were thus facilitated by this initial dis- 
like. Nevertheless, the initiative was taken by the mother; the other two 
fell into line, at first somewhat reluctantly and, in the case of the father, 
somewhat sheepishly. 

Paranoid Traits and Their Etiology. Both in clinical practice as well 
as in everyday, casual association with other people one meets individuals 
who exhibit personality traits which the clinician has come to associate 


with paranoia. As a consequence, such individuals are often described as 


paranoid personalities. They are hypersensitive, overly serious, given to 
zealous espousal of curious cults, reforms, and fads of one sort or another. 
They are often known as litigious because of their readiness to fight for 
their “rights” by filing law suits. It is easy for them to perceive affront or 
insult where none was intended. With this low threshold of sensitivity to 
signs of antagonism in others they readily become involved in grudges, 
acrimonious debates, and in aggressive behavior in general. They are apt to 


interpret the poor service at a restaurant as a deliberate slur on their dig- 
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nity, and may not hesitate to create a scene as they berate the manage- 
ment. In brief, they are cantankerous, overaggressive, difficult personalities 
who meet frustration with a desire to get even, blame others, teach them a 
lesson, or “ to put them in their place.” Such paranoid personalities are 
not psychotic according to conventional psychiatric classification; yet 
many of them are not too different from certain paranoid patients found 
in psychopathic hospitals. 

Whether paranoia should be viewed as a clinical entity separate and 
distinct from an intensification of what one observes in these paranoid 
personalities is a moot question. It is bound up with the still unsettled 
question of the etiology of paranoia viewed as a psychotic disturbance. 
Freud was especially helpful in clarifying the probable etiological back- 
ground of many cases of paranoid behavior. He suggested that the delu- 
sional factors in such behavior are products of the patient’s ego-defensive 
tactics to protect himself from the self-condemnation implicit in latent 
homosexual inclinations. 

By means of reaction-formation the patient not only repudiates such 
inclinations in himself, but becomes the vehement opponent of such in- 
clinations in others. He may become reaction-sensitive to the possible “ im- 
moral" impulses of people in his community. His readiness to attribute 
such impulses to others is, of course, recognizable as the defense dynamism 
of projection. And projection, it was pointed out, accounts for much that 
is characteristically paranoid. The conviction that one is being spied upon, 
surrounded by people of unfriendly intentions, or the object of a con- 
spiracy is plausibly accounted for as a projection of the paranoic's own 
attitudes toward people. The harsh, punitive, condemnatory attitude to- 
ward his own unconscious sexuality seems to be attributed to others as 
their attitude toward him because he is opposed to their nefarious schemes. 
In very schematic outline this gives the gist of Freud's view of the psycho- 
dynamics of paranoia. For a more extended discussion those interested 
might consult the original source.’ 

Whether latent homosexuality and the defenses against it as envis- 
aged by Freud suffice to account for the origin of paranoid behavior must 
still be regarded as a moot point in abnormal psychology. That Freud’s 
hypothesis fits some cases must be granted in the light of reports coming 
from clinical observers. But whether it applies to all cases is open to ques- 
tion. It should be noted that the general dynamic activity postulated by 
Freud can, on a priori grounds, be held to be operative in cases in which 


7 See Freud, S., “ Psychoanalytic notes upon an autobiographical account of a case 
of paranoia (Dementia Paranoides).” This was first published in 1911, but a translation 
can be found in Vol. III of the Collected Papers. London, The Hogarth Press, 1925. 
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other than homosexual impulses elicit defensive counter-impulses. Thus 
strong desire to get rich, or to achieve power, or to be gluttonous, or to 
steal may precipitate defensive counter-measures, provided the desire in 
question is at variance with the individual’s assimilated value system. Fur- 
thermore, it should be realized that inherent temperamental factors may 
predispose some people to cope with ego-disturbing impulses in extrapuni- 
tive fashion, while others handle similar impulses differently. In other 
words, accepting the broad implications of Freud's theory as a stimulating 
first approximation still leaves the role of the so-called paranoid tempera- 
ment in the causation of paranoid disorders far from settled. 


AFFECTIVE DISORDERS 


The group of functional disorders in this section centers around emo- 
tional disturbances. It has not been possible to omit all reference to such 
disturbances on previous pages, for in actual clinical practice the syndromes 
described in textbooks become blurred, and symptoms attributed to a 
given syndrome are often found associated with others. It will be remem- 
bered that in discussing unclassified schizophrenic reactions this compli- 
cation was mentioned when the concept of schizo-affective psychosis was 
introduced. This concept was seen to reflect the not infrequent fusion of 
schizophrenic and manic-depressive symptoms. It now becomes neces- 
sary to consider the meaning of manic-depressive and related affective dis- 
turbances in their so-called pure or uncomplicated manifestations, as con- 
ventionally viewed by psychopathologists. 

Manic-depressive Psychoses. Next to the schizophrenias, the manic- 
depressive psychoses are the most common functional psychoses. Close to 
twelve percent of first admissions belong to this group. These cases present 
an instructive contrast to schizophrenia because, as a tule, there is no 
amounting to dementia, even though there is a 
serious disturbance of the patient's affective life. Such disturbances of 

mporary and correspond to the nature of the 


thought as do appear are te 
emotional disturbance, whether one be the cause of the other or not. Per- 


haps both are the consequence of a more obscure cause. 

As the name implies, the group includes two markedly different reac- 
tions, the maniacal and the depressed. The casual observer might think 
that these should be treated separately. Formerly they were so treated, but 
since the days of Kraepelin it has become clear that they are most intimately 
related. While the majority of cases manifest only one or the other phase, 
there are many who alternate between the two. In common practice de- 


cognitive disturbanci 
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grees of each phase are roughly distinguished by special terms. Degrees of 
mania are described as hypomania, acute mania, and hyperacute mania; 
degrees of depression are described as simple retardation, acute melan- 
cholia, and stuporous melancholia. 

Manic Phase. In hypomania, the mildest manic phase, facial expres- 
sions are gay, happy, and animated; the clothing is loud, noticeable, very 
likely eccentric in some way. The conversation is animated even to the 
point of vehemence, and is replete with eccentricities of expression. All 
reactions are quick. The writing is likely to be large and indicative of im- 
patience and haste. The judgment is erratic and the ideas are bizarre. Such 
patients often think that they have made great discoveries, which they 
will write about furiously and at length. The more they write the greater 
the discovery seems to them. They are excessively enthusiastic and often 
distressingly willing to assist everybody with everything. A thoughtful con- 
sideration of others is not, in fact, characteristic of the hypomanic. They 
sleep little and are up at all hours; they are hasty, noisy, and changeable 
in their activities, and peculiarly impatient with anything which threatens 
delay. While they are usually agreeable, some are more than commonly 
irritable and a few display very bad temper. Not infrequently previously 
somewhat prudish individuals will, when in the manic phase, give expres- 
sion to erotic desire with uninhibited frankness. 

Acute mania is but an exaggeration or aggravation of the symptoms just 
presented. The ideas flow faster and faster, motor activity is more and 
more rapid, until coherence practically disappears. It becomes difficult to 
catch the attention of the patient, so dominated is he by the wild rush of 
ideas; and yet at the most unaccountable times the patient may suddenly 
respond to the sight of the physician, nurse, or some inanimate object as 
the starting point for equally rapid thought in other lines, Occasionally 
delusions enter the picture, but like everything else they are changeable and 
lack elaborateness of development. The emotional life continues to be 
that of exaltation, although anger is easily aroused. Such patients talk 
wildly, rush about if permitted to do so, and may damage themselves, or 
others, or objects which happen to be in their way. Hyperacute mania is 
the extreme degree of mania and reaches delirious proportions. The flight 
of ideas becomes even more incoherent, the activity constant, and halluci- 
nations noticeable. Exhaustion results and if care is not exercised, other 
complications will set in. 

It should be observed that the maniacal patient is not exhibiting a 
mere acceleration of normal mental processes. He is not merely running 
in high gear and stepping on the gas; he is running away and his steering 
gear at least is out of order. The chronic good feeling gives a heightened 
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and fayorable evaluation to everything. If any notion lingers in his mind 
at all it is accordingly raised to an exaggerated degree of value; it becomes 
a grand and glorious idea, a world-saving discovery. This points also to an 
actual limitation of the normal range of association. While ideation may 
be speeded up, the lack of hesitation, criticism, and deliberation points to 
a marked limitation of associative range. The associations which would in 
better days have brought about a truer evaluation for some reason cannot, 
or at least do not, come to consciousness; or, if they do, they are marginal 
and never enter the focal point. 

Depressed Phase. This phase will be found in all degrees from a simple 
depression to complete stupor. But all stages have certain characteristics 
in common, the more severe being but exaggerations of the symptoms of 
the less severe forms. Most noticeable are the physical manifestations of 
dejection. The patient may sit for hours, incapable of any effort, with 
shoulders bowed, head forward, tears slowly dropping from his eyes, and 
rubbing or wringing his hands in the well-known gesture of distress. Con- 
versation with such patients, usually though not always possible, reveals that 
they are oriented and rarely hallucinated, and that they are troubled by 
most lugubrious notions. One thinks that he has committed the unpardon- 
able sin and is doomed to eternal torment; another, that he has been the 
unintentional cause of the death of members of his family, and that his 
present depression is the consequence; while a third has merely hypochon- 
driacal ideas and is sure that he will never get well. Responses to questions 
may be very slow in coming and in articulation, indicative of the retarda- 
tion. Usually such answers are brief and often monosyllabic. Thinking is 
apparently as slow as the responses, and this clinical picture of psychomotor 
retardation is characteristic of psychotic depression. The stuporous con- 
dition seems merely to be the extreme form of these symptoms. Here our 
knowledge is of course dependent upon what can be obtained from the pa- 
tient after the stuporous state has passed, for while in it the patient is 
quite unresponsive. 

Mixed Forms. Antithetic as mania and depression appear to be, they 
nevertheless are closely associated and probably closely akin in their essen- 
tial nature. In what used to be called “ circular insanity ” there is a cyclical 
alternation between the manic and depressed phases. Although this is not 
very common, the very fact of its occurrence establishes a presumption in 
favor of regarding both phases as expressions of a common set of etiologi- 
cal factors. This presumption is strengthened by the fact that in about one 
quarter of the cases the patients have both manic and depressed attacks, 
separated by periods of normality varying in length. In other words, some 
patients have merely recurrent attacks of mania alternating with periods 
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of relative normality, others have similarly recurrent attacks of depression, 
while still others have alternately recurrent attacks of mania and depres- 
sion. Frequently, maniacal patients have periods of mild depression; like- 
wise, melancholiacs not infrequently have occasional periods of hypo- 
mania. For these and other reasons contemporary psychiatrists, following 
Kraepelin, now generally assume that all these forms are variants of one 
disease entity. 

Illustrative Case Histories. The two following cases are very fair samples 
of those to be found in the files of most hospitals. It will be observed that 
the first case is characterized by recurrent manic attacks, while the second 
is to be classified as a case of the alternating or mixed type of manic- 
depressive psychosis. 


(1) Female, twenty years. High school graduate with a brilliant school rec- 
ord. Wanted a university education, but circumstances of life seemed to make 
it necessary for her to give up her ambition, which she did and went to work. 
Relatives report that she worked hard and, according to their story, she broke 
down because of overwork. She became excited and uncontrollable. In the hospi- 
tal she was at first noisy and restless, she talked almost continuously and rather 
incoherently, her voice was hoarse from excessive use, she slept little, the facial 
expression was that of great excitement, she gave little care to her person and 
little heed to her surroundings. A sample of her talking follows: “ Oh, gosh, 
yes, I suffer. I sat on Hoover's doorstep and bawled. Della Fox is the most 
notorious woman in the world. I know so blamed much slush. I have to suffer 
so much I am a regular Pollyanna. I know I can go to that club. This fool tried 
to kill Caruso. You know I was doing police reporting," and so on indefinitely. 
Under hospital care she gradually quieted down and became quite coherent. 
There seemed to be every prospect for such an improvement as to make dis- 
missal possible, but before this was achieved there was a relapse and another 
outbreak of excitement, similar to the first. Such was her condition when this 
record was made. 

(2) Female, fifty-nine years. Father a drunkard, mother died of tuberculosis, 
has a cousin reported to be “ queer.” Started to work in a factory at eight years 
of age and worked steadily up to fifteen years ago. Married at twenty-two but 
never had any children. Has been admitted to this hospital nine times in six 
years. The first time she was admitted she was in a state of excitement, laughing 
and talking wildly, sleeping little. This subsided in a few weeks, she became 
quiet, poised and rational, and was dismissed. Since then the attacks have been 
with but one exception of the depressed form. Now when she is brought to the 

8 For other useful descriptions of these states see the following: Jolliffe, S. E- 
“ Cyclothymia — the mild forms of manic-depressive psychoses and the manic-depressive 


constitution,” Amer. J. Insanity, 1911, 67, 661-676; and Saunders, E. B., “ A study of 
depressions in late life with special reference to content," Amer. J. Psychiat., 1932, 11; 
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hospital for treatment she is emotionally depressed and her reactions all re- 
tarded, thought is retarded; suicidal impulses are occasionally recorded. She sits 
idly about the ward in an attitude of hopeless dejection. If led into conversa- 
tion she says that her household duties are a burden, that she feels she will 
never get well. There is no evidence of either delusions or hallucinations. She is 
perfectly tractable and seems partially cognizant of her condition. Coming to 
the hospital itself brings some feeling of relief. Gradually the depression clears 
up, and she is dismissed to go home until the next attack and readmission. 


Factors Common to Mania and Depression. It is of interest to the 
psychologist to observe that while the emotional quality of the manic and 
depressed states is antithetic, there are many psychological characteristics 
common to the two phases of the disease. The limitation of the range of 
association and the failure to inhibit absurd ideas mentioned as character- 
istics of manic patients can also be noted in depressed cases. Both are 
equally unable to concentrate and to think normally. The exalted ideas of 
the manic find uninhibited expression, but so do the hypochondriacal 
ideas of the depressed in their own characteristic fashion. Furthermore, 
flight of ideas is not exclusively peculiar to the maniacal form of the dis- 
ease. Depressed cases occasionally give evidence of such a flight, and some 
clinicians believe this occurs more often than is commonly supposed. Its 
subvocal existence may not be suspected because of the patient's uncom- 
municativeness. 

It should also be pointed out that the maniacal cases have a decided 
chronicity or persistence of certain ideas, quite as depressed patients are 
supposed to have. This can be observed in the persistence of some delu- 
sions. The loss of ideational control is conspicuous, especially in the ex- 
treme forms of both phases of the disease. The patient seems driven or 
dominated by the emotional set prevalent at the time. This is not quite 
the same as the normal person's set to respond in terms of the principle of 
emotional congruity. Manic-depressive patients actually misinterpret that 
which is not in line with the drift of their affective orientation. 

The foregoing psychological similarities between manic patients on the 
one hand and depressed patients on the other constitute additional evi- 
dence to support the doctrine of the fundamentally unitary nature of the 
disorder. 

Explanatory Theories. Despite the agreement of the psychiatrists re- 
garding this unitary nature, they disagree in their efforts to account for 
the disorder. Explanation of the manic-depressive psychosis is exceedingly 
difficult. There is no known pathological condition of the central nervous 
system which can be pointed to as the physical correlate of the disturbance. 

Physiological explanations of the disease are numerous, and it is gen- 


362 Functional Psychotic Disorders (II) 


erally admitted that many disturbances of physiological processes can be 
demonstrated. Indigestion, constipation, abnormalities of blood pressure, 
focal infections of various kinds, have all borne the brunt of explana- 
tory theories. One form of melancholia, soon to be described, is known as 
involution melancholia, because it occurs at the time of the menopause, 
or what is also called the involutional period. This form of melancholia, 
with its seemingly clear-cut physiological concomitants, lends much sup- 
port to the organic interpretation of all depressed states. Advocates of the 
physiological theories point also to the manic-depressive cases brought on 
by severe physical stress such as childbirth, surgical shock, and so on. 

Closely related to the physiological explanations are those which at- 
tribute manic-depressive psychosis to hereditary factors. The evidence is 
suggestive if not conclusive, and is ably summarized in the writings of Pol- 
lock, Malzberg, and Fuller.? 

On the other hand, it is argued that all the physiological disturbances 
in manic-depressive psychosis may be but the consequence of some mental 
disturbance, that the disease is of psychogenic origin and fundamentally 
psychological in nature. For example, it has been suggested that the mani- 
acal activity is a sort of attempt to escape from some inner craving or mem- 
ory, which, if submitted to, would be highly disagreeable. Manic behavior 
is regarded as a frantic escape into strenuous activity, as a means of dodging 
disturbing thoughts or impulses. Such behavior has been called a “ flight 
into reality." It is regarded as an extreme manifestation of the not un- 
common “ normal” maneuver of rushing into a whirl of social engagements 
to “forget ” the pain of a broken romance. The instigating factors need 
not always be clear to the patient. Unconscious motives may be respon- 
sible for such a manic flight into reality. Should the flight prove vain as a 
means of escape, depression may set in. 

Another psychogenic theory regards manic-depressive behavior as a 
product of poorly managed prestige drives. Adherents of this view stress 
the close relationship between conation and emotion. Whether joy or sad- 
ness is experienced depends on the goals one is striving to reach. The same 
touchdown occasions elation on one side of the stadium and depression 
on the other. The ambitious person is overjoyed as his ambition is about 
to be realized, and depressed should he find his further progress blocked by 
insuperable obstacles, Manic-depression is thus seen as a function of the 


9 Pollock, H. M., Malzberg, B., and Fuller, R. G., “ Hereditary and environmental 
factors in the causation of dementia praecox and manic-depressive psychoses,” Psychiat. 
Quart, 1934, 8, 77-97. 337-371. 553-599. These authors have also prepared a later 
report dealing with these same issues and published in Utica, New York, in 1939 by the 
State Hospitals Press. 
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striving to be successful, to make good, to accomplish personally significant 
things, or to make one’s way in the world. In support of this approach it has 
been argued that relatively more cases of manic-depressive psychosis come 
from families living in high-rent districts than other urban areas. By im- 
plication, higher levels of socio-economic aspiration are presumed to gov- 
em the choice of such residential districts. Aspiration of this kind and 
competitive striving after status are, of course, intimately associated. 
There has also been much interest in the possibility of finding at least 
a partial explanation of the manic-depressive psychosis in terms of person- 
ality types. Kretschmer's suggestions are well-known examples of these 
types. Kretschmer held that the cyclothymic (pyknic) type of body with 
the associated cyclothymic type of personality is the basis upon which manic- 
depressive patterns are developed. The extroverted habits, the tendencies 
to talkativeness, and the freedom of emotional reaction in the cyclo- 
thymic give evidence of weaker cortical dominance, and, where such con- 
trol is normally weak, it should be all the easier to break it up into the emo- 
tional dominance of the manic-depressive. Studies have been made of large 
groups of manic-depressive cases to discover if the pyknic constitution pre- 
dominates among them. For example, of eighty-five manic-depressive cases 
examined by Kretschmer, seventy-two are reported as being predominantly 
pyknic; while of 175 schizophrenes, only five had a predominantly pyknic 
habitus.2 But we must read all such studies critically, and observe that 
there are in all of them instances of manic-depressive psychosis developing 
in persons of non-pyknic body build. At best the correlation between bodily 
contours and specific psychotic syndromes is not yet consistent enough to 
be viewed as more than a possibly significant relationship. It is not yet 
verified by critical research. Moreover, there is sound reason to be skeptical 
of Kretschmer’s contention that the cyclothymic temperament is always 
characteristic of the prepsychotic make-up of manic-depressive patients." 
Experimental and Clinical Studies. Systematic experimental studies of 
this form of abnormality are still in an exploratory stage. It might at first 
seem likely that the exalted phase and the retarded-depressed phase would, 
if properly studied, reveal differences in reaction time. But if the trouble is 
emotional rather than one of speed of nerve conduction, so simple a process 
might not be affected. Such evidence as we have points toward a disturbance 
of control, toward an irregularity of response, rather than toward any char- 
10 Faris, R. E. L., and Dunham, H. W., Mental Disorders in Urban Areas. Chi- 


cago, Univ. of Chicago Press, 1939, PP- 63-81. 
11 Kretschmer, E., Physique and Character. New York, Harcourt, Brace, 1925. 


12 Ibid., p. 35. A 
13 Landis, C., and Katz, S. E., “ The validity of certain questions which purport to 


measure neurotic tendencies,” J. appl. Psychol., 1934, 18, 343-356. 
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acteristic change in the time of a simple reaction. Snoddy’s test of stability 
in one motor functional pattern indicated increasing disturbance of this 
stability as a period of manic-depressive disturbance was approached. Test- 
ing by means of the fluctuation of an ambiguous figure on a small number 
of cases by Hunt and Guilford has indicated a significant difference be- 
tween manic-depressive cases and those suffering the schizophrenic reac- 
tion. In studies of extraversion and introversion, the assumption has often 
been made that extreme manifestations of extraversion would resemble 
the behavior of manic patients. It is to be noted, however, that this frame 
of reference did not result in perceiving an analogous relationship between 
introversion and depression. The possibility of using measures of person- 
ality traits for diagnostic purposes was suggested many years ago in terms 
of the extraversion-mania relationship as reported in 1925 by Neyman and 
Kohlstedt. Since then there have been other attempts to find paperand- 
pencil tests of diagnostic value. One of the most widely used in many clin- 
ics and hospitals is the Minnesota Multiphasic Personality Inventory. This 
inventory consists of over five hundred simple questions of personal likes, 
habits, fears, and attitudes which can be answered categorically. On the 
basis of empirical studies the authors, Hathaway and McKinley, obtained 
patterns of response to these questions serving not only to differentiate 
manic from depressed patients, but also paranoids from schizophrenics, 
and supplying means of recognizing the various neurotic syndromes, psy- 
chopathic personalities, and masculinity-femininity orientation of the pa- 
tient. Although the validity of this diagnostic device cannot yet be said to 
have been unequivocally established, many clinicians find it very valuable 
for initial screening purposes.'* 

Involution Melancholia. Another affective disorder which remains to 
be discussed is that of involution melancholia.'^ Whether it is a variant of 


?* Dorsey, J. M., and Travis, L. E., “ Reflex response latencies in manic and de- 
pressive cases of the cyclothymic group and in cases of catatonic stupor of the schizo- 
phrenic group,” Arch. Neur. and Psychiat., 1932, 27, 687-690; Franz, S. I., “ The time 
of some mental processes in the retardation and excitement of insanity," Amer. J. 
Psychol., 1906, 17, 38-68; Hunt, J. M., and Guilford, J. P., * Fluctuation in an am- 
biguous figure in dementia praecox and in manic-depressive patients,” J. abnorm. soc. 
Psychol., 1933, 27, 443-452; Lundholm, H., * Reaction time as an indicator of emo- 
tional disturbances in manic-depressive psychoses,” J. abnorm. soc. Psychol., 1922, 17; 
292-318; Neyman, C. A., and Kohlstedt, K. D., “ A new diagnostic test for introversion- 
extroversion,” J. abnorm. soc. Psychol., 1925, 20, 128-141; Snoddy, G. S., “ Learning 
and stability,” J. appl. Psychol., 1926, 10, 1-36; Hathaway, S. R., and McKinley, J. C., 
The Minnesota Multiphasic Personality Inventory. New York, The Psychological Cor- 
poration, 1943. The application of this inventory to manic-depressive patients is dis- 
cussed in some detail in Richards, T. W., Modern Clinical Psychology. New York, 
McGraw-Hill, 1946, pp. 209-218. 

15 A word of explanation regarding this usage may be required by readers familiar 
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manic-depressive psychosis or a separate clinical entity is a subject of con- 
troversy.*° In its clinical manifestations it often resembles one form of the 
manic-depressive reaction in which the patient is both agitated and de- 
pressed. This is sometimes given the separate diagnostic label of agitated 
depression. These problems of classification need not be further discussed 
at this point, since they will be more carefully considered in a later chapter. 

For the time being we shall merely note that depressions occurring dur- 
ing the period of involution or what corresponds to the time of the meno- 
pause in the life history of women have given rise to the concept of involu- 
tion melancholia. Some have held that this concept is also applicable to 
men who exhibit psychotic depressions for the first time as the terminal 
third of the life span is approached. Occasionally one even may come across 
the phrase “ male menopause,” but the analogy to the female climacteric is 
decidedly dubious. However, there are cases of depression among men in 
late middle life whose general symptom-picture is not too different from 
that of involution melancholia as seen in women, so that this diagnostic 
term has been applied to male patients. It is certain, however, that the 
symptoms in question occur far more frequently among women. 

While this condition is definitely associated with an important shift 
in the endocrine pattern, it is now generally admitted to involve large 
psychogenic influences. There is often a history of failure or, of unsatis- 
factory achievement. Awareness of the physiological changes in progress 
means to the woman that the possibility of reproduction is rapidly passing, 
that old age and the end of life are imminent. The unpleasant prospect 
for the future coupled with the unsatisfactory past brings hopelessness, 
regret, a keener consciousness of failure, and thoughts of death. The deaths 
of friends and relatives aggravate all this. The person becomes increasingly 
irritable, peevish, and is easily brought to tears. There is worry, fatigue, a 
feeling of helplessness, perhaps even a consciousness of guilt. Sometimes 
there are some schizophrenic features, delusions, and occasionally hallu- 


cinations. 
The course is rather different here from that of the depressed phase 


with the more common designation of involutional melancholia, The adjectival form is 
traditional and still found in most textbooks and used in casual discourse by psychiatrists 
and neurologists. However, the latest system of psychiatric classification and the one 
which will be made the subject of a separate summary chapter in the present volume 
substitutes the word involution for involutional. As a consequence, in the interest of con- 
sistency and by way of preparing the student for this summary chapter this introductory 
discussion of the disorder will employ the newer term. 

16 An excellent summary of this controversy along with an informative account of 
related aspects of involution melancholia is to be found in the chapter by Cameron, N., 
“The functional psychoses,” in Personality and the Behavior Disorders (MeV. Hunt, 


ed.). New York, The Ronald Press, 1944, PP- 883-885. 
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of manic-depressive states. As the endocrine changes become complete and 
the body adjusts to the changes, and as the person going through the ex- 
perience becomes better adjusted to the facts of life, of old age and its ac- 
companiments, as new interests are acquired and a better understanding 
arrived at, the melancholia clears away. It may require two or three years, 
but unless there are some organic complications it should clear up. 

There is, however, as in all depressed states, the danger that the sufferer 
may put an end to his troubles by suicide. Because of this hazard no psy- 
chotic depression is to be treated lightly. Unless the equivalent of twenty- 
four hour home nursing supervision is available, it may be desirable to 
have the depressed patient hospitalized. This is especially indicated if the 
depression is accompanied by such symptoms as loss of weight, unwilling- 
ness to eat, and insomnia. It is to be stressed that this possibility of at- 
tempted suicide is characteristic of all depressions and is by no means 
unique to involution melancholia. 

The small number of people who develop involution disturbances in 
comparison with the vast number who pass through the involution period 
without any psychiatric complications whatsoever should be noted. It 

_ means there is no inevitable relationship between the onset of the meno- 
pause and affective disorders.” Although there has been considerable effort 
devoted to getting at the etiology of involution melancholia, the problem 
is not yet solved. In fact, this restricted etiological issue is not worked out 
any more satisfactorily than the issue of the etiology of manic-depressive 
psychosis. 

17 Farrar, C. B, and Franks, R. M., “Menopause and psychosis,” Amer. J. 


Psychiat., 1931, 10, 1031-1044; and Riddoch, G., “ Mental manifestations of the 
climacteric,” Brit. med. Jour. 1930, 2, 987-990. 
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‘Tum DISTINCTION BETWEEN functional and structural mental disorders has 
been referred to in previous chapters in varying contexts. Some understand- 
ing of the nature of and basis for this distinction between the two kinds 
of disorders may, consequently, be taken for granted. However, before pre- 
senting an account of particular structural psychoses it would be well to 
make sure that the distinction in question has not been misunderstood. As 
will soon become evident, it is a troublesome distinction that has come 
to occupy the attention of many workers on many problems not directly 


related to psychopathology. 


THE STRUCTURE-FUNCTION DICHOTOMY 


In many respects the concept of a structural disorder is more in line 
with traditional medical thinking than that of a functional disorder. Many 


would regard the latter concept as more “ psychological " and the former 


as more “ anatomico-physiological." This is another way of showing the 


complex issues bound up with this structure-function dichotomy.’ Its im- 
plications have many ramifications. They are obvious in discussions of the 
age-old philosophical problem of the mind-body relationship. They are 
almost as obvious in the vitalism-mechanism debates of philosophically 


disposed biologists. They are not absent from the attacks of Gestalt psy- 
xologists. They 


chologists on the alleged atomism of associationists and refle: 
e deliberations of physiological psychologists con- 
f function, and in the con- 
ture is to be accounted for 


can be discerned in th 
cerned with problems of cortical localization 0 
troversies between those who believe human na 


1 See Wells, C. O., “ Theoretical and experimental difficulties of modem psy- 
chology with the body-mind problem,” in Twentieth Century Psychology (P. L. Harri- 
man, ed.). New York, The Philosophical Library, 1946, PP- 64-93- 
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exclusively in terms of natural science concepts, as opposed to those who 
stress the priority or coordinate importance of social science concepts. 

Holism vs. Mechanism. The psychiatrist Moulin? has recently dis- 
cussed some of these ramifications by way of showing the inadequacies of 
a completely mechanistic approach to the scientific study of the living 
individual. In this connection he points out that Sherrington, the distin- 
guished student of the nervous system, once wrote that “though living 
is analyzable and describable by natural science, that associate of living, 
thought, escapes and remains refractory to natural science.” As indicated 
by the passage from which this statement is taken, Sherrington was re- 
ferring to the need for supplementing the concept of adjustments mediated 
by reflex reactions by the concept of those mediated by reference to past 
and future. To take thought before acting means to note the present in 
the light of prior experience, plus anticipation of probable consequences. In 
Sherrington’s phrase, “ the pure reflex is outside of ‘ time. " 

Consideration of part-activities, of isolated reactions, of the action of 
separated cells and tissues can never supply all the data needed for under- 
standing human behavior. The parts must be perceived in relation to the 
total organization of the individual, as the Gestalt psychologists have main- 
tained. This is the doctrine of holism, which Moulin contrasts with the 
notion of mechanism. 

As applied to abnormal, psychology, these views serve to remind us that 
there are behavioristic psychologists who tend to prefer mechanistic ex- 
planations of mental disorders, taking the structural psychoses as their 
point of departure for understanding all maladjusted behavior. For them 
the concept of functional disorder is more an indication of the limitations 
of present knowledge, than an altogether tenable scientific concept. On 
the other hand, there is an increasing number of such pathologists who 
would follow Moulin in stressing the inevitability and scientific respect- 
ability of holistically oriented views of abnormal behavior, in which the 
idea of structure is subordinated to that of function. 

An Integrative Proposal. That these questions are not yet disposed of 
or outmoded in contemporary neuropsychiatric thinking is revealed by the 
continued publication of articles concerned with finding a satisfactory way 
of reconciling the differences serving, for example, to divide some medical 
specialists into the warring camps of the “organic” as opposed to the 
“ dynamic ” neurologists, with the latter sponsoring “ functional ” ideas and 
the former clinging to the superiority of “ structural ” ideas. 

An excellent instance of the nature of such a conciliatory article is the 


* Moulin, A. C., “ The limitations of mechanistic methods in the biological sci- 
ences," Scientific Monthly, 1950, 71, 44-49- 
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recent one by two psychiatrists * who endeavor to work out a conceptual 
scheme which will do justice to the totality of factors seemingly responsible 
for mental troubles. In trying to supply “an integrative conception of 
mental disorders,” they recognize “ a significant and far-reaching change in 
the fundamental philosophy underlying medical thinking.” This change 
involves the abandonment of “ the purely mechanistic idea of disease” as 
the consequence of some disease-producing agent, and its replacement 
“ by the more dynamic concept of a functional interrelationship between 
the individual and a so-called pathogenic agent.” 

This functional interrelationship, as they envisage it, involves the re- 
ciprocal interaction of factors germane to the natural sciences, as well as 
those belonging to the social sciences. If it is to be understood, mental 
disorder calls for a concept of the individual as a “ dynamic complex” 
emerging from the way in which biological and social factors influence one 
another. The biological factors are the ones often referred to as “ constitu- 
tional,” while the social ones have to do with “ life experiences.” 

In other words, “ personality structure” is contingent upon groups of 
constitutional and experiential factors. Each group can be considered 
from six subordinate viewpoints. Thus, the biological group includes (1) 
build and looks, (2) endocrine factors, (3) intellectual potentialities, 
(4) immunity factors, (5) sexual constitution, and (6) the factor of age. 
The group of “ life experiences ” comprises (1) relationships within the 
family, (2) extra-familial interpersonal relationships, (3) educational in- 
fluences, (4) status influences, (5) sexual adjustments, and (6) the impact 
of cultural influences. 

Depending on the way in which the interplay among these biological 
and experiential factors affects the personality structure of the individual, 
he comes to possess a given degree of stability. Stated differently, there are 
varying degrees of stability or vulnerability to stressful situations, depending 
on the totality of factors which have contributed to personality organization 
up to the time of having to cope with a given kind of stress. Mental break- 
down is the result of the interaction between stress and vulnerability. There 
are thus two continua to be considered: (1) individuals of varying degrees 
of stability from the most ruggedly stable to extremes of instability, and 
(2) environmental situations of varying degrees of stress intensity from low 


to very high. 
Such a conceptual scheme assumes that, theoretically considered, no- 


body can be regarded as absolutely invulnerable to mental breakdown. 
Even the most stable person, it is assumed, will break down, provided he is 


8 Marmor, J., and Pumpian-Mindlin, E., " Toward an integrative conception of 
mental disorder,” J. nerv. ment. Dis., 1950, 113, 19-29- 
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exposed to experiences of sufficiently intense stress. The less stable individ- 
ual will, of course, snap under a strain which would not threaten the integ- 
rity of the more stable one. 

These environmental stresses can be classified under varying headings. 
(1) Psychological stress, illustrated by feelings of guilt, sorrow, loneliness, 
and rejection; (2) physiological stress, brought about by (a) physical fac- 
tors like bodily damage, exhaustion, extremes of temperature, and surgical 
shock, (b) chemical factors like nutritional deficiencies, alcoholic excess, 
and drugs, (c) bacteriological factors like the typhoid bacillus and other 
pathogenic organisms; (3) sociological stress, such as racial and religious 
discrimination; and (4) economic stress, like joblessness, bankruptcy, etc. 

By going back over these two lists of personality factors and stress fac- 
tors, respectively, it will be noted that both contain physiochemical and 
socioeconomic items. In other words, mental disorder is placed within a 
frame of reference broad enough to do justice to the viewpoint of natural 
as well as social science. These viewpoints are supplementary rather than 
contradictory or antagonistic. Such a frame of reference, as the authors 
intended, is calculated to make for a more “integrative conception of 
mental disorder.” Incidentally, the fact that both of the authors are psy- 
choanalysts is worth noting. It should serve as a needed corrective to the 
notion that psychoanalysis is necessarily committed to an exclusive sexual 
etiology of mental breakdown. 

Classifying Structural Psychoses. The majority of structural disorders 
can be viewed as most directly related to what was just referred to as physio- 
logical stress. This was noted to include physical, chemical, and bacterio- 
logical factors. There is a minority of structural disorders more directly 
related to the hereditary or “constitutional " factors listed in connection 
with the previous outline of biological influences affecting personality 
structure. These generalizations will become more meaningful once spe- 
cific structural psychoses are described. For the time being it may suffice to 
note that a widely used system of psychiatric classification * reflects these 
same generalizations as indicated by the following groups of structural psy- 
chotic disorders, tabulated in accordance with the classification in question: 


A, Infectious psychoses, B. alcoholic and other toxic psychoses, C. traumatic 
psychoses, D. psychoses due to disturbances of circulation, E. psychoses due to 
convulsive disorders, F. psychoses due to metabolic disturbances, G. psychoses 
due to new growth, H. organic psychoses due to unknown or hereditary causes. 


* “ Official Classification of Mental Disorders, as Revised and Adopted by the 
Committee on Statistics and Approved by the American Psychiatric Association at its 
1923 Annual Mecting.” 
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Detailed consideration of each of the foregoing groups is more impor- 
tant for the neurologist, psychiatrist, and neurosurgeon than it is for the 
student of abnormal psychology. Accordingly, a few of them will be given 
but passing mention in this chapter, since their summary description in a 
later chapter devoted to a review of psychopathology will be sufficient for 
our purposes. 

The grouping just introduced is of more immediate use in supplying a 
neat exemplification of the two generalizations under consideration. It is 
to be noted that the groups of structural psychoses listed from A to H, from 
those of infectious to those of hereditary origin, are arranged according to 
a definite scheme. The first three groups have to do with physiological 
stress, the last group with constitutional factors, and the intermediate ones 
with a fusion of both sets of factors. 

In this way it can be seen that structural psychoses in general are prod- 
ucts of physicochemical, bacteriological, and constitutional factors. How- 
ever, this does not serve to divorce them from the accessory influence of 
biosocial factors. Thus two patients may suffer from the same kinds of brain 
damage and yet not reveal identical degrees of impairment, especially if 
one of them is far better educated than the other. Both of them may have 
suffered gunshot wounds involving the same cortical areas and resulting in 
aphasic disturbances and yet the one patient might be more severely handi- 
capped than the other. The educated patient with a pre-traumatic vocabu- 
lary of 20,000 words could not be expected to exhibit post-traumatic linguis- 
tic disturbances identical with those of the uneducated patient whose 
vocabulary level did not exceed 2,000 words before the accident. 

Considerations of this sort serve to explain the meaning of what the 
neuropathologist Cobb * was driving at when he wrote that “ no two adult 
brains are alike. The life history of each person is somehow written into his 
cortex, so similar lesions cause dissimilar results." It is unwise, in other 
words, to permit the distinction between functional and structural psy- 
choses to mean personality disturbances in the former and bodily disturb- 
ances in the latter. Both groups involve personality factors. It has become 
axiomatic in modern medicine that one is always treating a sick person 
rather than a diseased organism or a sick body. 

In this connection it may be of interest to point out that Cobb, in dis- 
cussing the general etiology of structural syndromes, employs such phrases 
as “ chemogenic disorders of personality,” " histogenic disorders of person- 
ality,” and “ genogenic disorders of personality.” ° Such terms may be re- 


5 Cobb, S., in Personality and the Behavior Disorders (J. McV. Hunt, ed.). New 


York, The Ronald Press, 1944, Vol. L, p- 560. 
6 Ibid., p. 552. (Italics not in original ) 
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garded as variants of some of the factors already mentioned as causes of 
mental breakdown. The term chemogenic means produced by chemical 
agents. Histogenic in turn refers to changes resulting from abnormalities 
of tissue structure in the way of lacerations, inflammations, tumors, and so 
on. By the term genogenic is meant abnormalities attributable to heredi- 
tary factors in the way of abnormal genes. What we have already referred 
to as heredoconstitutional factors would thus obviously be related to those 
which Cobb calls genogenic factors. 

But the important issue for immediate emphasis is that Cobb uses 
terms like these not in a restricted sense as merely having relevance for 
understanding the mechanism of disrupted organic efficiency, but in a more 
comprehensive sense as supplying better understanding of personality dis- 
orders. It is from such a viewpoint that structural psychoses are studied by 
the abnormal psychologist. He is interested in the structural or organic 
features per se only to the extent that such features enhance his grasp of 
the behavior abnormalities arising from them. Details of disturbed body 
chemistry and neuropathology ordinarily lie outside his sphere of profes- 
sional interest and competence. In the following sections, accordingly, such 
details will not be mentioned. Instead, the emphasis will be placed on 
descriptions of personality changes and abnormalities of behavior associated 
with each of the organic conditions being discussed. 

Structural Psychoses vs. Structural Disorders. Before giving an account 
of each of the structural psychoses, it is desirable to explain why the various 
accounts will not be limited to actual psychotic patients. As was indicated 
in the preceding paragraph, the emphasis will be placed on “ abnormalities 
of behavior associated with each of the organic conditions being discussed." 
Attention should be called to the fact that this reference to organic con- 
ditions rather than organic psychoses was deliberate, and was for the pur- 
pose of making a distinction between structural damage resulting in a psy- 
chosis and the same kind of damage resulting in a non-psychotic type of 
personality change or behavior disorder. More than an academic issue is 
bound up with this distinction. In psychopathic hospitals it is a routine 
occurrence for examining psychiatrists to find a given patient suffering from 
syphilis of the nervous system or from chronic alcoholism, even though 
they do not find him sufficiently out of touch with reality to be adjudged 
psychotic. Nevertheless, such patients require treatment and have to be 
hospitalized for that purpose. In official reports of the total hospital popu- 
lation one thus finds two groups mentioned. One group is listed as “ with 
psychosis,” and the other as “ without psychosis.” To illustrate this group- 
ing, as well as to bring out some general features regarding the incidence 
of the different categories of mental disease, a portion of one of these 
official reports is shown in Table 1: 
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TABLE 1 
Percentage Distribution of First Admissions to Hospitals for Permanent 
Care of Psychiatric Patients.* (For United States in 1944.) 


Percentage 
Mental Disorder Distribution 
WITH PSYCHOSIS 
General paresis . ; f b ; y 5.1 
With other forms of Syphilis of CN. s. 3 2 D a j 0.9 
With epidemic encephalitis. : ; E 5 i y 0.2 
With other infectious diseases . Hd 3 l f à ` 0.3 
Alcoholic . : š : 4 3 j 4 3:0 
Due to drugs and other OE poisons . d : E i 1.0 
Traumatic . y , % : : 5 o 4 0.5 
With cerebral penas 5 : d 5 ; 3 BS 
With other disturbances of circulation. - ^ 2 a 0.8 
With convulsive disorders — . 5 . : 5 A ; 1.3 
Senile A T f 4 5 : : : : 9.9 
Involutional Psychoses 5 à . ; ` " E d 44 
Due to metabolic diseases — . , : h ; " ; o.8 
Due to tumors i 0.2 
With organie changes of den nervous s system ; ü i 4 0.9 
Psychoneuroses — . : ; $ ; : 3 s 3 45 
Manic-depressive . 5 : j , $ : ; 9:2 
Dementia praecox (schizophrenia) ~ A $ E f ne i220 
Paranoia and paranoid conditions : 3 1:3 
With psychopathic personality : ` : i : i 14 
With mental deficiency . 3 1 3 , 1 5 x 2.9 
Other, undiagnosed, and unknown . 3 7 s > A 44 


TOTAL WITH PSYCHOSIS  . ; . ` . 868 
WITHOUT PSYCHOSIS 


Epilepsy . s ; 0.4 
Mental n R ‘ D , 1.2 
Alcoholism . : i 1 . z " k à : 3:3 
Drug addiction s E K 0.6 
Personality disorders due to epidemic ‘ene plats 0.1 
Psychopathic personality 14 
Primary behavior disorders — . s j 7 4 s : 0.5 
Other, unclassified, and unknown — - 3 3 : eee 
TOTAL WITHOUT PSYCHOSIS : ^ : e 

2.0 


Mental disorders not reported . 5 : H 
GRAND TOTAL FOR ALL PATIENTS i : . 100.0 


ort entitled Patients in Mental. Institutions, 


* Adapted from a Government rep 
1944, U.S. Department o£ Commerce, Bureau of the Census, Washington, D.C., 1947. 
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A little over ten percent of the first admissions are seen to be “ without 
psychosis " for the year in question. In some years this figure may be closer 
to fifteen percent. Even if the cases ordinarily classified as non-structural 
are left out of consideration, this still leaves a significant group of patients 
in psychopathic institutions because of structural factors responsible for 
adjustment difficulties in the absence of psychotic complications. Accord- 
ingly, in the discussions about to be introduced, although the chief purpose 
will be to supply an account of the psychoses associated with given kinds of 
structural impairment, this purpose will not be adhered to without some 
deviation, as occasion warrants. For example, in connection with epidemic 
encephalitis to be taken up in the next section, personality disorders due to 
this condition will be mentioned along with psychotic disturbances at- 
tributable to the same condition. To cite one additional example by way 
of anticipation: the alcoholic psychoses will be taken up along with non- 
psychotic personality difficulties associated with alcoholism. Once this is 
clearly understood, there should be no reason for confusion in reading the 
following sections devoted to a more or less systematic exposition of most 
of the structural psychoses listed in the foregoing table. 


INFECTIOUS PSYCHOSES 


"That bacterial agents may influence mental life is common knowledge. 
This is not a reference to the fact that any kind of illness changes a person's 
outlook and often arouses dread. Instead the reference is to the conse- 
quences of tissue changes in the nervous system on psychological processes. 
A clear example of an infectious psychosis is supplied by those victims of 
syphilitic infection in whom the disease comes to involve brain damage. 
This structural psychosis, known as general paresis, merits more detailed 
consideration. 

General Paresis. This disease presents the behavior effects of a degen- 
eration of the cerebral cortex due to syphilitic infection. That it is syphilitic 
is no longer questioned, although some think that a special strain of the 
spirochete may be responsible for paresis, since less than five percent of the 
cases of untreated syphilis become paretic. It is a disease which has been 
long studied and in consequence the literature on the subject is replete 
with refined classifications and differentiations. Most of these refinements 
will be ignored here as of minor importance for the purposes of this text, 
although they do often demonstrate how influential the past of an indi- 
vidual may be upon the course and form which symptom groups may take. 
The frequency of this disease varies according to the nature of the popula- 
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tion which a given hospital serves. It is much more frequent where the 
population is dense. Figures, roughly expressed, range from two to fifteen 
per cent of hospital admissions. Other names are frequently used, espe- 
cially general paralysis, dementia paralytica, and general paresis.” 

The aspect of paresis of greatest interest to the psychologist is the pro- 
gressive breakdown of the personality. As might be expected, the finer, or 
higher, or newer organizations and syntheses are the first to go. Continued 
active attention early becomes difficult and later impossible. Normal 
courses of thought are broken, learning becomes difficult, and memory fails. 
At first this is doubtless through defect of impression, but soon it is due to 
disturbance of recognition as well. Later on there is a defect of retention 
due to the cortical degeneration. This appears to follow Ribot's law of re- 
gression. Victims who have been able businessmen often attract atten- 
tion to their condition by their loss of good judgment. Fatigue comes more 
and more readily. Of the feelings and emotions it is also the finer which are 
first to be affected. There is indifference toward the niceties of dress and 
personal appearance, and a loss of sensitivity to the needs and rights of as- 
sociates and relatives. Capacity for inhibiting strong urges becomes reduced 
as more and more of the cortex becomes affected. Fits of anger, grossly im- 
pulsive acts, take the place of what had been a well-ordered life. Moral 
character deteriorates and licentious impulsiveness may become increas- 
ingly evident. The handwriting becomes coarse and tremulous, speech be- 
comes thick and scanning (“ Methodist Episcopal” may be pronounced 
“ Methist Pispal”), motor reactions of the eye become imperfect and 
tendon reflexes exaggerated. Another evidence of personality deterioration 
is the failure to be concerned about these marked changes. 

The course of the disease is a progressive exaggeration of the various 
features just described. Thinking becomes more and more dilapidated, un- 
til even the simplest operations are impossible. Associations become absurd 
and follow the familiar course of delusional development. There are de- 
lusions of grandeur, which many textbooks regard as typical of paresis. 
However, as Cobb ? points out, “ the jovial megalomania so often described 
may be present but it is not the rule; a mood of depression is not uncom- 
mon instead of the textbook euphoria.” Memory becomes more and more 
tient may not even be able to recall his own name upon 
request. ‘These disruptions of memory, association, and attention disturb 
perception until eventually the latter process practically ceases to function. 
Muscular coordinations are progressively obliterated. Speech becomes 


imperfect, the pa 


7 The word paresis is often mispronounced. It should be accented on the first syl- 


lable — par'es-is. 
8 Cobb., op. cit., p. 559- 
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worse and eventually impossible, tremors become pronounced, tendon re- 
flexes disappear, and eventually the patient can no longer sit or stand. The 
so-called ^ paretic seizures " appear. Some of these resemble apoplexy and 
some are like epilepsy. Finally, the dementia becomes profound and the 
patient lies in bed like a mere vegetative organism. Tube feeding becomes 
necessary in order to maintain life. Muscular contractions become con- 
spicuous, legs and arms are drawn into odd positions, and even the head 
may sometimes be held in an awkwardly strained posture as contracture 
of the neck muscles keeps it elevated from the pillow. 

The following description presents a typical case of paresis in an early 
stage: 


Male, fifty-six years. Laborer. Health poor, looks pale and sickly. Knee jerks 
slighty exaggerated. Pupils are rigid, no longer reacting to changes in degree 
of illumination. Speech is thick and clumsy. There is a facial tremor. Sphincter 
control is poor. Presence of syphilis clearly indicated by a highly positive Was- 
sermann test. He is extremely exalted, says he is seventy-nine years old, that 
his wife gave birth to four twins, that he has 565 relations of whom 75 are 
brothers and 375 sisters, that he has 500 uncles, 700 aunts, 300 grandfathers 
and 700 grandmothers. Promises to give the attendants in the hospital one 
hundred and fifty billion dollars each. Says he owns a vast amount of stock of 
all kinds and descriptions and that it recently increased many millions of dol- 
lars in value. Says today is March 29th (really March 6th). Is oriented as to 
place but says he has been in the hospital one month, when actually admitted 
but a few days before. 


To the above description of the course of paretic degeneration it is 
necessary to add that, even without medical care, there is a not infrequent 
seeming arrest of the disease process. During this period of remission the 
symptoms clear away almost entirely, and for a time the patient may be 
able to resume a normal, or nearly normal, routine of life. But without 
medical treatment a reappearance of the disturbance is certain, and then 
the deterioration is progressive until terminated by death. 

One of the most brilliant achievements of medical science in recent 
years is the discovery of methods for arresting the progress of this disease. 
Through the use of high temperatures produced either by physical means 
by placing the patient in a fever cabinet, or by the artificial production of 
malaria, gratifying results are obtained in a considerable percentage of 
cases. Penicillin is also being employed, along with fever therapy, by mod- 
ern specialists, and many paretics are now being returned to the occupations 
of nornial life. This does not mean that there is a restoration of destroyed 
tissues. But it does mean that the course of degeneration is arrested, and 
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that there is sufficient improvement in behavior to make possible the social 
rehabilitation of many who a few years ago would have been doomed to 
progressive degeneration and death. Furthermore, as might be expected, 
the longer the patient delays in obtaining treatment, the less complete is 
his degree of recovery. 

Epidemic Encephalitis. In addition to paresis, there is another kind of 
personality disturbance due to infection of the central nervous system 
which is of particular interest to the abnormal psychologist. This is a form 
of encephalitis ° which appears to be related to influenza. It has been popu- 
larly known as “sleeping sickness,” although this term is misleading be- 
cause (1) many are prone to confuse it with the African sleeping sickness, 
and (2) there is the mistaken notion that the disease is always characterized 
by a period of lethargy or coma. The term encephalitis lethargica has been, 
and still is, widely used; but, as the lethargic state does not always appear, 
the term epidemic encephalitis is now often considered to be much better 
usage. 

The first scientific description of epidemic encephalitis was made by 
Von Economo in 1917 in connection with the influenza epidemic of the 
period, but it must not be supposed that this marks the first appearance of 
the disease. There is now ample reason for thinking that there have been 
earlier epidemics of it, and there is more than a suspicion that it may have 
been endemic for a very long time in Oriental countries. Perhaps the as- 
sociation of Oriental troops with European and American troops may have 
had something to do with its modern appearance in epidemic form. Its 
relation to influenza is also not clear. All that can be said is that, empirically 
considered, an attack of influenza seems to make some patients especially 
susceptible to epidemic encephalitis. 

Psychological interest in the effects of this disease has risen rapidly as 
psychologists have discovered the multiple effects which it may have upon 
subsequent behavior and personality organization. While the student of 
psychology will rarely come into contact with the acute phases of encepha- 
litic cases, it is well, nevertheless, for him to know their general character- 
istics, Before the acute stage appears there may be headache, malaise, chilly 
sensations, and sometimes visual disturbances in the form of blurring, 
diplopia, and ocular in-coordination. 

It is now known that the acute stage may appear in either of two gen- 
eral patterns or syndromes. One of these is characterized by the condition 
of lethargy, or stupor, or coma which has given to the disease its popular 
name of “ sleeping sickness.” This state is not the same as the normal sleep 


9 Various aspects of encephalitis are considered in the following book: Encepha- 
litis, A Clinical Study (Y. B. Neal, ed.). New York, Grune & Stratton, 1942. 
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state. There is a retardation of mental functions and not infrequently the 
appearance of paralytic phenomena. In the other acute form there is no 
lethargy, but rather a marked heightening of motor activity. The patient 
is very restless and highly irritable and excitable, may suffer a marked lack 
of sleep, and may have convulsive seizures. 

The acute phase, which may continue for several days or even a few 
weeks, may be followed by a chronic phase of unknown duration. But it 
is now well established that there are cases in which no acute stage ever 
appears, or it may be so mild that it is passed over as a slight cold. From 
all these forms there may come after-effects of much importance for the 
clinical psychologist, child guidance expert, and sometimes, one might 
add, police officials concerned with juvenile delinquency. 

Many neuropsychiatrists believe there is no other disease, not even 
syphilis, which produces so many different disturbances of the central 
nervous system. Figures on the frequency of these sequelae vary greatly. 
Some reports are to the effect that as many as one-half of those who sur- 
vive the acute stage manifest them." These after-effects may appear im- 
mediately upon the subsidence of the acute stage, or they may not appear 
for several years. Encephalitis in small children may have a seriously adverse 
effect on intellectual development, but such a residual effect is much less 
likely to occur in persons of adolescent or mature years. 

The sensory nerves may be atrophied by the disease, but central dis- 
turbance of motor functioning appears more frequently. One disturbance 
presents a very peculiar pattern and is known as the Parkinsonian syn- 
drome. In this there is a marked lack of normal expressiveness of face and 
gesture. The face presents a masklike appearance. In the functioning of 
the skeletal muscles there is both hypokinesis and hypertonus, so that 
Parkinsonianism is sometimes called paralysis agitans, or the “ shaking 
palsy.” Superficial observation might lead one to think of these Parkin- 
sonian cases as somewhat catatonic. Careful check, however, fails to bring 
them into line with any schizophrenic conditions. 

Various modifications of sleeping habits are often observed among en- 
cephalitic sequelae. ‘The sleep rhythm may be reversed. There may be un- 
controllable impulses to fall asleep in the absence of customary sleep- 
inducing stimuli. In addition to such narcoleptic attacks there may be 
tremors and tics and other motor disturbances. Of particular psychological 
interest are the drastic personality changes often mentioned among the 


10 Reports indicate that the disease is fatal in twenty to twenty-five percent of 
cases. 

11 [t should be kept in mind that this syndrome is not always produced by en- 
cephalitis. 
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more serious after-effects. From being well-trained, orderly and coopera- 
tive the person becomes impulsive, difficult, tactless, and quite unpredict- 
able. While this change is more frequently reported of children, such alter- 
ations do appear in adults. In such cases there appears to be what one 
author has termed a “ paralysis of inhibitions.” '* The behavior also be- 
comes peculiarly childish. There is a persistent seeking and apparent crav- 
ing for attention. Mood changes like those of cases of agitated depression 
appear in some of the patients. In general, these post-encephalitic patients 
may be said to resemble some constitutional psychopaths in their lack of 
responsiveness to the demands of mature, social responsibility. 

Just as constitutional psychopathy may present serious conduct de- 
linquencies, so may encephalitis have an analogous effect on some of its 
victims. The irritability, the loss of control, and the impulsiveness all 
make delinquency of one sort or another almost a certainty. Many such 
cases are reported, especially where the disease has had its onset in child- 
hood and early adolescence. And what is even more troublesome is the 
high probability that there are many unrecognized cases of encephalitis, 
cases where there never was an acute stage or in which the acute stage was 
sufficiently atypical to pass unrecognized. As a result, an unknown number 
of cases of juvenile delinquency may be attributable to an encephalitic 
disturbance. Perhaps some who have been classed as constitutional psycho- 
paths are really instances of unrecognized encephalitis. By means of the 
electroencephalograph, an instrument which records what are popularly 
called “ brain waves,” it is now possible to dispose of some of these diag- 


nostic problems more confidently. 


ALCOHOLIC AND OTHER TOXIC DISORDERS 


This section will be concerned with abnormalities bound up with the 
action of various chemical substances on the central nervous system. ‘These 
were already referred to as chemogenic disturbances and include alcohol, 
morphin, cocaine, and several other drugs. As was also mentioned earlier, in 
describing these disturbances some non-psychotic abnormalities will be 
discussed along with the more serious psychotic syndromes. 

Some Experimental Studies. Alcoholism is a very complex subject that 
cannot be disposed of adequately in a few brief paragraphs. It involves 
physiological and sociological, as well as psychological factors. There is 


also much misinformation regarding the effects of alcoholic indulgence, so 


12 McNeil, D., “A peculiar transformation of personality due to encephalitis 
lethargica," Amer. J. Psychol., 1923, 34» 13-31. 
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that a complete account would call for clearing up such popular miscon- 
ceptions. In the present account only the barest outline of these different 
phases of the subject can be given. 

A conyenient way of demonstrating the scientific as opposed to the 
moralistic approach to the subject is to consider some experimental stud- 
ies undertaken for the purpose of determining the effect of imbibing small 
doses of alcohol. Among the most significant of these are the studies made 
by Dodge and Benedict, supplemented and checked by the work of Miles 
at the Nutrition Laboratory of the Carnegie Institution. They found that 
the lower nervous centers are depressed most by small doses and the higher 
centers least. Simpler movements suffer more than the higher intellectual 

- processes. The greatest effect was found in the knee-jerk, which was de- 
layed and reduced in extent. Speech and memory functions were not 
markedly influenced by the small doses of alcohol. They also pointed out 
that the slight retardation of the few higher processes tested was possibly 
due to the effort made by the subjects to ward off any adverse influence. 
Common sense observations lend some support to this suggestion. It has 
been found that one can shake off the effect of fatigue by effort, and the 
sobering influence of critical situations upon intoxicated minds is well 
known. Hollingworth ?* subsequently published a more elaborate study of 
the effect of alcohol on the higher mental processes, and its depressing 
effect on these functions was clearly demonstrated. He found this depres- 
sant effect shown in tests of steadiness, rate of tapping, color naming, 
naming of opposites, adding, and learning. The amount of the effect varied 
directly with the amount of the dose given." 

In these studies a slower recovery seems to be indicated in the lower 
level functions. The resistance to the alcohol effect seems to be correlated 
positively with the general physical and mental competence of the sub- 
ject. Those who were more capable of improvement were apparently less 
influenced by the alcohol. 

It has been well established that alcohol increases the pulse rate. ‘This 
is doubtless one of the changes which has led to the notion, still current, 
that alcohol is a stimulant. The explanation is to be found in the depress- 
ing effect upon the inhibitory or controlling factors in the central nervous 


13 Dodge, R., and Benedict, F. G., Psychological Effects of Alcohol. Washington, 
Carnegie Inst., 1915, p. 281; Miles, W. R., Alcohol and Human Efficiency. Washing- 
ton, Carnegie Inst., 1924, p. 298; Alcohol and Man (H. Emerson, ed.). New York, 
Macmillan, 1932, p. 451. 

14 Hollingworth, H. C., “ The influence of alcohol,” J. abnorm. soc. Psychol., 
1924, 18, pp. 204-237, 311-333- 

15 Of the generally depressant effect there is now no question. It has been demon- 
strated repeatedly. But there is some uncertainty over the possibility of a bricf initial 
stimulating effect. 
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system. This disinhibition of inhibitory functions gives rise to what is sub- 
jectively experienced as stimulating or exciting. However, in terms of labo- 
ratory results such feelings of stimulation are spurious. In general, these 
results show alcohol as having a depressant effect on neural functions, €s- 
pecially those originating at cortical levels and known to have inhibitory 
effects on subcortical processes. 

Intoxication as Disinhibition. The psychological consequences of pro- 
gressive alcoholic intoxication are readily accounted for in terms of what 
has just been said regarding the disinhibition of inhibitory centers. These 
are the mechanisms mediating self-control. By its depressant action on 
such centers alcohol renders the individual less able to curb impulsiveness. 
Most people are familiar with the changes this involves. Attention span 
becomes reduced and concentration on a single topic becomes more diffi- 
cult. It becomes harder to exercise control over confidential matters, so 
that the looseness of the alcoholic’s tongue has become proverbial. Dis- 
inhibition also influences other motor functions. First to go are the more 
precise coordinations required for the execution of delicate acts of skill. 
Then one notes a gradual loss of control over large muscle groups, as the 
alcoholic begins to sway and stagger. 

With the progressive shunting out of cortical control characteristic 
mood changes supervene as emotional relapse occurs and the ordinarily 
reserved. individual becomes gay and boisterous. What some have called 
regressive behavior can also be observed in many alcoholics at this stage 
of intoxication. They become unduly affectionate, craving emotional sup- 
port, and sometimes indulging in weepy, maudlin sentimentality about 
friendship and mother love. The loss of control may also release aggres- 
sive impulses, and it is not uncommon for otherwise amiable persons to 
become belligerent after several cocktails. The last stage of an alcoholic 
bout is that of the complete loss of control observed in alcoholic stupor. 
These stages have been summed up quasi-humorously by reference to the 
sequence from the jocose to the lachrymose, bellicose, and comatose stages, 


respectively. 
Delirium Tremens, Acute Hallucinosis, and Korsakoff's Syndrome. 
Iting from chronic alcoholism 


There are three serious disturbances rest 
which are of psychological interest. One of these, delirium tremens, is well 
known to the general public because of references to it in novels and 
movies. This is the condition which is popularly supposed to result in ter- 
rifying visions of pink elephants. Actually although terror is common 
enough among this class of patients, the pink elephant hallucination is so 
rare as to be exceptional. Crawling insects, menacing snakes, and vicious 
dogs are more common in the hallucinatory content. In his delirium the 
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patient seems to act as if he is being threatened by one of these animals. 
His panic is extreme. The patient is living in a vividly realistic and terrify- 
ing dream world. It is sometimes possible to arouse him, but for a brief 
time only, and the delirium returns after a short interval, It is interesting 
to observe that the orientation for time and place is lost, but the subject 
is still himself, although in an abnormal dream world. In a recoverable case 
the delirium does not last more than three or four days. 

The second alcoholic disturbance to be considered here is not wholly 
different from delirium tremens. It is known as acute hallucinosis, and is 
characterized by hallucinations involving various receptor systems. The 
actual causation of these hallucinations is not clear, although they are ordi- 
narily attributed to the direct toxic effect of alcohol. For the student of 
hallucinatory theory this raises many problems.^ This state differs from 
delirium tremens in being of much longer duration and in leaving the pa- 
tient less confused and not disoriented. The outstanding features are pain- 
ful hallucinations, notably auditory, and persecutory delusions, which tend 
to become systematized. The auditory hallucinations are of voices, some- 
times several at once, calling him evil names, shouting unjust accusations, 
and disturbing his sleep. 

One other form of alcoholic disturbance deserves attention because it 
presents primarily a disturbance of memory. ‘This is known as the Korsa- 
koff syndrome, or as Korsakoff's psychosis. It usually appears on a basis of 
chronic alcoholism, although it is sometimes found where there is no alco- 
holic history, especially if the patient has been a victim of malnutrition 
resulting in a deficiency of the antineuritic vitamins. Such a deficiency re- 
sults in polyneuritis. There is a notable disturbance of impressionability. 
The subject will not be able to recall a few minutes after eating breakfast 


that he has had any breakfast, and so on through the day do experiences, 


fail to make impressions which are recallable. There is also a disturbance 
of recall of events prior to the illness. This amnesia is not complete, and 
disappears with recovery from the disease. The memory disturbance is 
accompanied, as might be expected, by disorientation for time and place. 
"There is also a notable fabrication of pseudo-memories which fill the gaps 
in the actual recall. The technical designation for this kind of fabrication 
is retrospective falsification. 'The individual appears more or less indifferent 
emotionally; sometimes the feelings are agreeable, or there may be a slight 
irritability. In this respect the state is quite different from either the acute 
hallucinosis or delirium tremens. 


16 Some of these problems are considered in the selection by Klüver, H., “ Mecha- 
nisms of hallucinations,” in Studies in Personality (Q. McNemar and M. A. Merrill, 
eds.). New York, McGraw-Hill, 1942. 
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Complicating Factors. The three syndromes just referred to are obvi- 
ously psychotic in nature. However, by no means all alcoholics become 
psychotic. The majority of problem drinkers do not fall within the scope of 
the M’Naghten Rules. Many of them are viewed as victims of neurotic 
anxiety who have recourse to excessive drinking as a means of relief from 
the tensions associated with the anxiety. If the drinking is definitely com- 
pulsive, as it would have to be to justify a term like dipsomania, then 
cases to which this term is applied would belong to the obsessive-compul- 
sive category of neurotic behavior. There are still other cases not classifiable 
as belonging to the group of alcoholic psychoses, and which do not fit into 
the category of the neuroses. These are cases whose history reveals the kind 
of instability psychiatrists have designated as a character disorder. Psycho- 
pathic personalities, the spoiled child-type of adult, emotionally immature 
grown-ups, and many drug addicts exhibit character disorders of this sort. 
Accordingly, should the drinking of a given person be attributable to the 
same set of factors making another individual a morphin addict, then the 
case of alcoholism would be referred to as the addiction type of character 
disorder. 

There are still other diagnostic complications which may arise, but 
those just enumerated suffice to show the futility of regarding alcoholism 
as a simple problem, to be solved by the mere expedient of making pro- 
hibition an effective reality. Despite much disagreement about details of 
the general problem, all specialists are agreed in urging that alcoholism be 
viewed as a symptom rather than a cause of adjustment difficulties. This 
applies to the psychological aspects of drinking in particular. 

There are other aspects of coordinate importance to be considered in 
the handling of a particular case. For example, as was indicated with 
reference to Korsakoff's psychosis, many of the symptoms often attributed 
to the direct toxic effects of alcohol are actually consequences of a dietary 
insufficiency. Over a period of many years of indulgence the alcoholic 
comes to substitute his favorite beverage for needed food. In addition, the 
frequent vomiting accompanying pathological drinking involves the loss 
of much food which has been ingested. If this results in a drastic shortage 
of certain components of the vitamin-B complex, inflammation of neural 

occurs. Such neural pathology will obviously inter- 


tissue or polyneuritis 
fere with normal functioning of the nervous system, and gives rise to dis- 
visual disturbances, and 


tressing cutaneous symptoms, muscular pains, 
other symptoms. The victim feels acutely miserable. This prompts him to 
reach for another drink, in a desperate hope of finding relief from his 
malaise. A vicious cycle is thus introduced: the drinking induces vitamin 
deficiency which makes for polyneuritis, and the latter induces such acute 
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bodily distress as to prompt more drinking. For a more detailed exposition 
of these complicating factors it will be necessary to consult the literature 
devoted to the problems involved.'* 

Many of the factors pertaining to alcoholic and other toxic psychoses 
are medical rather than psychological. Polyneuritis as such, for example, 
would be a case in point. The same might be said of the characteristic 
physical changes induced by heroin, carbon monoxide, bromide poisoning, 
marijuana, and several other chemical preparations. Psychotic disturbances 
are associated with all such preparations and their occurrence has given 
rise to the concept of toxic psychoses. 

Ina book such as this there is little need to catalogue the various signs 
by means of which a physician establishes which particular drug is re- 
sponsible for a given set of symptoms. There is much overlap in the symp- 
tomatology and differential diagnosis is difficult on occasion. Because of 
the overlap listing the symptoms for each drug is monotonously repetitious, 
and since such a listing would serve no essential psychological purpose, 
there is no need to catalogue the lists here.'* 

It will be more profitable to consider just a few of these toxic effects by 
way of indicating the importance of not overlooking the fact that bio- 
chemical changes may account for some abnormalities of perception, emo- 
tion, and other distinctively psychological processes. In fact, as everybody 
knows, some kinds and degrees of drug addiction may result in profound 
personality deterioration. Of course such deterioration involves more than 

17 There is a separate journal devoted to these problems. It is the Quarterly Jour- 
nal of Studies on Alcohol. Other references to be suggested are the following: Strecker, 
E. A., and Chambers, F. T., Alcohol: One Man's Meat —. New York, Macmillan, 1938; 
Haggard, H., and Jellinek, E. M., Alcohol Explored. New York, Doubleday, 1942; 
Seliger, R. V., Alcoholics Are Sick People, Baltimore, Alcoholism Publications, 1945. 

The possibility of exploring the personality problems of alcoholics by means of a 
projective test is taken up im the article by Buhler, C., and Lefever, D. W., “ A Ror- 
schach study on the psychological characteristics of alcoholics,” Quart. J. Stud. Alcohol, 
1947, 8, 197-260. 

Making alcohol an experimental variable for laboratory study is well exemplified in 
the monograph by Seward, G. H., and Seward, J. P., “ Alcohol and task complexity,” 
Arch. Psychol., 1936, 206, 1-59. 

Sociological and educational implications of alcoholism are taken up in the volume 
by McCarthy, R. G., and Douglas, E. M., Alcohol and Social Responsibility: A New 
Educational Approach. New York, Thomas Y. Crowell Company and Yale Plan Clinic, 
1949. 

, An able exposition of the current status of many of the manifold aspects of alco- 
holism is presented in semi-popular form in an article by Walker, C. L., * What we 
know about drinking," Harper's Magazine, 1950, 201, 29-38. 

18 Those interested in such details can find them in any large textbook of psy- 
chiatry. Serviceable accounts are to be found in: Noyes, A. P., Modern Clinical Psy- 


chiatry. Philadelphia, Saunders, 1939, ch. 14; Strecker, E. A., Ebaugh, F. G., and 
Ewalt, J. R., Practical Clinical Psychiatry. Philadelphia, Blakiston, 1947, ch. 4. 
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the direct toxic influence of the drug. The victim’s changed attitudes to- 
ward himself must also be taken into account. His loss of self-respect, 
feelings of inferiority and of failure are part of the total picture. In recent 
years the need to deal with this acute loss of the sense of personal worth 
in prescribing treatment for such a victim has become increasingly recog- 
nized. Recognition of this need is a central feature of the technique de- 
veloped by the widely publicized Alcoholics Anonymous? a group of 
former problem drinkers engaged in helping alcoholics achieve freedom 
from the compulsion to drink. It should thus be obvious that alcoholic 
and other toxic disturbances call for attention to both biosocial and bio- 
chemical factors. 

Morphin and Cocaine Addiction. In order to round out this discus- 
sion of abnormalities of mental life due to toxic factors, the psychological 
effects of a few drugs other than alcohol will now be considered. 

In addition to its pain-eliminating properties, morphin is psychologi- 
cally interesting because of its euphoric influence. Troubles float away as 
the morphin addict drifts into a state of reverie in which ideas come with 
seeming ease, and the ideas which are constructed are overevaluated. 
Thomas De Quincey, in his Confessions of an English Opium Eater, has 
given a vivid description of the effects of opium (from which morphin is 
obtained) which is often quoted. Cocaine seems to have an effect quite 
similar to that of morphin. Its users describe the effect as that of an ex- 
quisite calm, quite undisturbed by care or worry. There is also a feeling of 
increased mental and physical vigor. Natives of South America are said to 
make use of this on long marches as a means of offsetting fatigue. Whether 
this alleged effect of increasing the muscular output of work is due to an 
actual stimulation of the muscles or to the illusion of increased capacity 
by the reduction of fatigue sensations, has not been clearly established. 
Possibly future animal experimentation will dispose of this issue, for ani- 
mals are not subject to the influence of suggestion. 

The subsequent effects of the habitual use of these drugs vary con- 
siderably with individuals. An outstanding feature of the continued use of 
the drugs is observed in the loss of self-control. As this condition becomes 
established, there is usually a vast change in the patient’s ethico-social out- 
look and self-regarding sentiment. Drug addicts seem to lose their moral 
principles. They will resort to any deceit and irregularity of conduct in 
order to obtain their drug. Life becomes centered upon obtaining the drug 
and the comfort which it produces. As the deterioration continues, the 
need for the drug becomes increasingly imperative. Even temporarily en- 


19 For details consult Alcoholics Anonymous. New York, Works Publishing Co., 


1939- 
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forced abstinence becomes intolerable because of the hallucinations, rest- 
lessness, and even persecutory delusions which ensue.*^ 

Peyote or Mescal. From the psychological standpoint, the drug known 
as peyote or mescal is especially interesting because of its effect upon visual 
processes. The drug is obtained from the fermented juice of a Mexican 
plant and is used in the ceremonial rites of some Indian tribes. In the 
reports of its use, as is the case with the psychological effects of drugs in 
general, there has been some difference of opinion regarding its effects. 
Some have noted an increase in feelings of personal power and self-confi- 
dence, while others report the opposite. This is not necessarily due to in- 
accurate observation or differences in dosage. It is well known that there 
are individual differences in reactivity to drugs. For example, some never 
experience the general exhilaration which others experience upon drinking 
a cocktail. Instead, they report an immediate feeling of unpleasant lassi- 
tude. Nevertheless, with respect to mescal there is agreement upon one of 
its effects, namely, the production of gorgeous visual hallucinations in 
many subjects. 

The psychologist Fernberger experimented with mescal many years ago 
by observing its effects upon himself. His study is especially valuable be- 
cause of his technical training in making accurate observations of con- 
scious content. He reported a greater clearness of all sensations, but es- 
pecially of the kinesthetic ones. As a result, space perception suffered a 
marked distortion. Thus in walking the sensations from the muscles and 
joints stood out clearly in succession, and hence the process seemed pond- 
erous. There was a similar distortion of visual space perception. In a later 
study Fernberger reported the effects of peyote intoxication upon nine 
adult subjects. Here it was found possible to exercise a certain degree of 
voluntary control over the hallucinations. There was marked exhilaration, 
lowered inhibition, and a reduced susceptibility to fatigue.?* Others have 
reported changes in temporal as well as spatial perception. Curiously 
enough the marked visual phenomena do not appear in all subjects. It may 
be well to add that experimentation with this drug is frequently rendered 
most unpleasant because of the great nausea produced.** 


20 Fishman, J. F., and Perlman, V. T., “ The real narcotic addict,” Amer. Mercury, 
1932, 25, 100-107. 

21 Femberger, S. W., “ Observations on taking peyote (Anhalonium Lewinii.),” 
Amer. J. Psychol., 1923, 34, 267-270; “ Further observations on peyote intoxication," 
J. abnorm. soc. Psychol., 1932, 26, 367-378. 

22 Kelly, E. L., “ Individual differences in the effects of mescal," ]- Gen. Psychol., 
1933, 9, 462-472. 

In addition to such individual differences in physiological effects of peyote the stu- 
dent might be interested in learning about the anthropological phases of peyotism. The 
latter refer to the development of a religious cult centering around a peyote ritual com- 
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Anesthetic drugs. The course of the loss of consciousness by anesthetic 
drugs has been subjected to some rather careful studies. One experimental 
psychologist, Jones, had himself slowly anesthetized by chloroform under 
conditions which permitted most careful observation of the changes taking 
place. Other studies substantiate his work on the whole, and so the course 
has been fairly well made out. There is very early a disturbance of kines- 
thetic sensations. This so affects the perception of movement as to make 
all movements seem longer and slower. Audition becomes confused by a 
roaring which increases until all else is drowned. The tactile sense is the 
next to go. Before it entirely disappeared Jones ** found an interesting illu- 
sion of distance so that, when different portions of the body were touched, 
the places touched seemed very far away. With the passing of touch sen- 
sations, the body was then perceived as floating. Muscular control dis- 
appeared soon after the tactile sense; the last movements to be lost were 
the highly specialized finger, speech, and eye movements. Vision was the 
last sense to go, and there the colors went before the grays. 

All studies point to the conclusion that after sensory responses have 
been lost, images and thoughts are still experienced. Jones had a splendid 
opportunity to check on this, because his waning of consciousness was de- 
liberately made to proceed as slowly as possible. He reported that after 
sensory responses were lost, memory still seemed to be intact and reasoning 
ability about normal. He could call up imagery of friends and of music, 
although the attempt to produce imagery of movement failed. In this con- 
dition he was able to prove a geometrical theorem. 

Some of the reports indicate a struggle against the loss of consciousness, 
while others do not. This must be due to the attitude of the subject un- 
dergoing the anesthetization. The last experiences are of consciousness be- 
coming narrower. One writer describes consciousness as narrowing down 
and becoming funnel shaped, with a light at the end surrounded by black- 
ness. Then ideas disintegrate, all associations seem broken, and the last 
ideas experienced are often of childhood. Jones reports a curiously spatial 
placement of the last ideas. They were experienced as localized in space 
and far apart. It seems probable that the course may vary somewhat with 
the particular anesthetic used, although these finer details have not been 


established. 


mon among many Indians of the United States. For details and relevant bibliography 
see La Barre, W., “ Primitive Psychotherapy in native American cultures: peyotism and 
confession," J. abnorm. social Psychol., 1947, 42» 2947309: 

23 Jones, E. E., “ The waning of consciousness under chloroform,” Psychol. Rev., 
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TRAUMATIC PSYCHOSIS 


The term traumatic psychosis is used in a restricted sense as having 
reference to psychotic conditions primarily attributable to head injuries of 
a mechanical type. Such injuries are common in war and in an automobile 
age. Popularly, of course, the question of the existence of a head injury is 
introduced as soon as otherwise obscure behavior disturbance is noted in 
some friend or relative. The general public, in other words, seems to place 
great emphasis on the likelihod of cranial injury as the cause of serious 
mental breakdown. Sometimes, when there is no history of a recent acci- 
dent, a worried relative will ask the attending psychiatrist whether a head 
injury suffered in childhood some twenty years earlier might not account 
for present psychotic behavior. Actually, though, as reference to the sta- 
tistical table on page 373 indicates, the incidence of traumatic psychosis 
is less than one percent. Nevertheless, head injuries may involve impair- 
ment of numerous psychological functions so that the study of traumatic 
effects in general is of considerable interest for the abnormal psychologist. 

General Considerations. It is not improbable that the popular belief 
of a close relationship between insanity and head injury is based on the 
solid fact of what such injury can mean in the way of disturbances of con- 
sciousness and motor control. A blow on the head, as is well known, can 
result in visual disturbances, memory impairment, convulsions, uncon- 
sciousness, dizziness, aphasic disorders, and other distressing sequelae. Some 
of these have already been discussed in connection with special topics such 
as the aphasic disturbances, and there is no need to review them in detail at 
this point. It suffices to mention them by way of indicating that, as in the 
case of aphasia, there can be serious interference with a normal psycho- 
logical function without this meaning a disturbance of psychotic import. 
It should also be noted that the effects of brain damage may be of varying 
duration from a momentary lapse of consciousness to a coma lasting for 
months. In scope the impairment may involve fairly narrowly circum- 
scribed functions as indicated, for example, by a reduced memory span or 
many interrelated functions as shown by a patient who does poorly on all 
of the Goldstein-Scheerer tests. These tests, it will be recalled, deal with 
loss of the abstract attitude ** and such a loss might be one of the conse- 
quences of the kind of trauma under consideration. 

What has been said regarding the structure-function problem at the 
beginning of this chapter is especially relevant in the present context. Ob- 
viously, the fact that psychological impairment may follow from damage 

24 See pp. 146-154. 
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to the brain may be taken to mean that integrity of mental functioning 
presupposes integrity of brain tissues. And yet not all kinds of damage to 
brain tissue result in proportional disturbance of mental functioning. For 
example, brain surgeons sometimes remove relatively large sections of the 
brain without very drastic changes in personality or reduction in intellec- 
tual efficiency following from the “ surgical trauma.” There still is much 
to be learned regarding these aspects of physiological psychology. Cobb * 
has brought this out very clearly in discussing the subject of brain concus- 
sions, With reference to the fact that following a blow in the head region 
consciousness may be lost instantly and then, within a few seconds, may 
return, he writes: “ The mechanism of this remarkable phenomenon is en- 
tirely unknown; many theories have been promulgated but none is satis- 
factory.” 

Brain concussion may result in psychotic symptoms even though no 
tissue damage can be detected by present methods of examination. Under 
the circumstances it might be asked whether such symptoms should not be 
regarded as functional rather than organic. In answering a question like 
this the wary investigator bases his verdict on several considerations. The 
personality make-up of the patient prior to the injury is taken into account. 
A history of hypochondriacal sensitivity, or of general emotional insta- 
bility, or of previous psychotic episodes would increase the probability of 
functional factors being operative in the post-concussion syndrome. A pre- 
concussion history of stability and freedom from neurotic or psychotic 
trends would decrease the latter probability. Another clue of considerable 
value has to do with the time clapsing between the head injury and the 
return of consciousness. Long periods of unconsciousness suggest struc- 
tural impairment, while momentary or very short intervals increase the 
likelihood of non-structural factors being responsible for the patient’s post- 
traumatic symptoms. In addition, the alert examiner looks into the matter 
of motivation by asking whether the patient has anything to gain from 
post-concussion disability. Accidents often enable the victim to collect 
compensation for injuries received and this disposes some people, either 
consciously or unconsciously, to magnify or invent symptoms. For example, 
in one study conducted in Boston it was found that headaches following 
trauma occur more frequently and last longer in compensation cases than 
in those where no financial gain is possible.^ It should be clear that the 
patient's personality must not be left out of account in what at first glance 


25 Cobb, S., “ Personality as affected by lesions of the brain," in Personality and 
the Behavior Disorders (J. McV. Hunt, ed.). New York, The Ronald Press, 1944, 


PP- 556-557- . 
2e Reported by Strecker, Ebaugh, and Ewalt, op. cit., p. 343- 


390 Structural Psychotic Disorders (1) i 


appears to be a purely organic case. Total appraisal of the condition in- 
volves more than determination of the locus and nature of the injury. 

Some Traumatic Syndromes. Occasionally, head injuries may be suffi- 
ciently severe to produce the kind of condition called a post-traumatic 
personality disorder. The patient may be confused, irritable, easily fatigued, 
impulsive, suspicious, quarrelsome, and, in general, according to his fam- 
ily, “a very different personality from what he used to be.” It is advisable 
to check on the latter report in order to rule out the possibility of a mere 
exaggeration of pre-traumatic neurotic traits. The age of the patient must 
also be considered, so as to rule out the possible influence of arteriosclerotic 
and other changes associated with the onset of senility. 

With all such complicating features ruled out, the diagnostician can 
be more confident of the etiological significance of the accident per se. If 
his examination shows the patient to be seriously disoriented, aphasic, and 
otherwise unable to deal with his environment in a reasonably adaptive 
manner, he will be disposed to recommend institutionalization with a diag- 
nosis of posttraumatic psychosis. On the other hand, should he find the 
most conspicuous changes involving memory deficiencies, restlessness, and 
an excited flow of talk of the confabulatory type already described as retro- 
spective falsification, he is more likely to label the condition post-traumatic 
delirium. Such a syndrome, is not very different from the Korsakoff syn- 
drome. These delirious conditions are usually not permanent, the majority 
being acute and some of exceedingly short duration. The permanent ones 
usually turn out to involve deteriorative changes associated with the syn- 
drome called post-traumatic mental deterioration. Sometimes brain trauma 
results in epileptic seizures which may be part of a general clinical picture 
of deterioration. Should the seizures occur independently of delirious or 
deteriorative sequelae, the clinical finding would be limited to post-trau- 
matic epilepsy. The meaning of this will be considered in a later section 
devoted to the subject of convulsive disorders. 

These traumatic syndromes are better regarded as rough clinical descrip- 
tions of groups of more or less overlapping symptom-pictures than as sep- 
arate clinical entities. They are not syndromes in the sense of being sep- 
arate diseases or disorders. It is by no means easy to predict precisely what 
array of symptoms to expect merely on the basis of knowing the site and 
severity of a given brain injury. As has already been suggested, the resulting 
symptomatology may be influenced by such varied factors as the patient’s 
age, education, motivation, blood pressure, and other aspects of his gen- 
eral health. Furthermore, prediction of symptoms presupposes dependable 
knowledge of the relation between specific areas of the brain and definite 
psychological functions. As every student of physiological psychology real- 
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izes, such tested knowledge is not yet available, despite much brilliant ex- 
perimental work. The problem of cortical localization still exists. Conse- 
quently, it is not always possible to be certain of what the psychological 
consequences of a given cortical injury will be. 

Testing for Brain Damage. In many hospitals and clinics it is now 
common procedure to have a clinical psychologist assist in the task of ap- 
praising the scope of brain damage by means of various psychological tests. 
Some of these have already been mentioned from time to time on previous 
pages. In connection with the present discussion of traumatic psychoses and 
associated conditions it may be well to consider them again, as a general 
review of the psychological effects of brain damage. 

A convenient scheme for considering these effects is supplied by Wells 
and Ruesch.”? They divide the brain regions to be considered for this pur- 
pose into the cortex on the one hand and the subcortical areas on the 
other. With respect to psychological functions subserved by the cortex two 
groups of processes are listed: (1) those having to do with intellectual 
aspects of problem-solving behavior or what are called “ the higher intel- 
lectual functions," and (2) those pertaining to the organism's orientation 
with regard to time, place, and personal identity, or the background of 
environmental awareness constituting a precondition for effective thinking. 
These two levels of cortical functioning require different clinical procedures 
for their appraisal. Of course, if the second level is involved, the patient 
will be confused and delirious and the functions of the first level will also 
be absent. To be disoriented with respect to one’s immediate surroundings 
and to be unable to answer questions about where one is, the time of the 
year, place of residence, and so on, means such serious cortical disturbance 
as to preclude the activation of the higher thought processes. The latter 
processes will be interfered with by less serious cortical disturbance, and 
it is these processes which call for the more complex modes of psycho- 
logical testing. All tests of memory, problem-solving ability, insight into 
present difficulties, capacity for abstract thinking, and linguistic skills 
would be applicable here. 

Subcortical functions are also divided into two groups of reactions: 
(1) those “ higher ? automatic or reflex responses subject to voluntary con- 
trol, and (2) reflexes of an elementary sort. When the latter are absent in 
cases of brain injury the patient is in a coma. Thus comatose patients may 
not respond when a bright light is flashed into the eye, or when the leg is 
jabbed with a pin. Absence of the “ higher reflexes controlled by voluntary 
actions " suggests a stuporous condition. A patient is in a stupor if the ele- 


27 Wells, F. L., and Ruesch, J., Mental Examiners Handbook (rev. ed.). New 
York, The Psychological Corporation, 1945, P- 34- 
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mentary reflexes are still intact, but these more complex ones are no longer 
present. Such a patient will not be able to fixate a moving finger, react to 
a sudden noise, or show signs of recognition when his name is called. Test- 
ing for subcortical involvement is thus more a matter of routine neurologi- 
cal techniques than of techniques unique to the clinical psychologist. 
However, in order to grasp the progressive nature of loss of function asso- 
ciated with different degrees of brain impairment it is necessary to mention 
them. This makes for a helpful conceptual scheme in which the various 
levels of cerebral injury are ordered from the most serious to the least, or 
from coma to stupor, to delirium, to impairment of thought processes. 

Much of the material introduced in the earlier chapters devoted to dis- 
orders of memory, speech, thought, and volition would have relevance for 
detailed consideration of the way in which the clinical psychologist en- 
deavors to test for impairment of cognitive functions as a result of cortical 
involvement. There is no need to elaborate the details in the present vol- 
ume, for such details belong to works on clinical testing.” It is enough for 
present purposes to point out that tests of concept formation like the 
Vigotsky, the Columbia, and the Goldstein-Scheerer tests serve a useful 
purpose by revealing the kind and degree of such impairment in given 
cases of brain injury. Even a projective test like the Rorschach reveals a 
distinctive pattern in organic cases.” Standard intelligence tests like the 
Bellevue-Wechsler are also revealing in many instances. It is often helpful, 
for example, to have a particular patient take the same intelligence test at 
varying time intervals in order to note whether improvement or deteriora- 
tion is taking place. Marked decrease in performance level on successive 
tests taken at intervals of three months would suggest deterioration while 
improvement in scores, after allowing for practice effects, would justify 
optimism regarding the patient's progress. In brief, the subject of trau- 
matic disorders illustrates that not even the most structural of the 
psychoses is devoid of functional aspects distinctively psychological in 
character. ` 

If clinical psychology is viewed as applied abnormal psychology, then 
determination of the degree of psychological deficit resulting from cortical 
injury may be regarded as an illustration of the way in which the study of 


28 A simple introduction to this kind of testing is to be found in the following 
volume: Rosenzweig, S., Psychodiagnosis. New York, Grune and Stratton, 1949, ch. 18. 
More technical aspects of the problems involved along with relevant bibliographic ref- 
erences are to be found in Hunt, J. McV., and Cofer, C. N., “ Psychological deficit,” 
in Personality and the Behavior Disorders (J. McV. Hunt, ed.). New York, The Ronald 
Press, 1944, ch. 32. 

29 See Klopfer, B., and Kelly, D. M., The Rorschach Technique. Yonkers-on- 
Hudson, World Book Co., 1942, ch. XIV. 
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abnormal psychology can result in contributions of significance to the 
neuropsychiatrist striving to increase his understanding of the needs of his 
brain-injured patients. Nor should this be regarded as a development for 
which sole credit is to be allocated to the field of abnormal psychology. In 
reality, as a little reflection will show, many fields of psychology have had 
a share in this kind of development. Testing for brain damage has come 
to involve techniques and concepts having their origins in such diverse 
fields as psychophysics, differential psychology, intelligence testing, the 
psychology of the higher thought processes, physiological psychology, and, 
in some instances in more recent years, the technical field of factor analy- 
sis. This should serve as a reminder that no field of psychology develops in- 
dependently of the work done in other fields of psychology." They are all 
aspects of psychology as a whole and this whole is more significant than 
any of its parts. A consideration of this sort ought to safeguard both the 
abnormal and clinical psychologist from becoming a victim of delusions of 
professional grandeur because “his field” seems to have made contribu- 
tions of practical as opposed to merely theoretical value. 

Concluding Comments. Structural disorders due to exogenous factors 
have now been discussed. A hasty review of the kinds of psychoses consid- 
ered in this chapter should serve to indicate what the term exogenous 
means in the present context. The psychotic disturbances in question had 
to do with those resulting from infectious processes, from alcoholic in- 
dulgence and the use of drugs, and lastly, from the effects of mechanical 
injury to cerebral tissues. In all these instances the precipitating factors 
came from the external world, so to speak. In other words, bacterial agents, 
alcoholic beverages, narcotic drugs, bullets, knives, automobiles, and other 
causes of brain damage are exogenous in the sense of being external to the 
organism. In the next chapter psychotic disturbances primarily attributable 
to endogenous or internal factors will be considered. 


30 See Fernberger, S. W., ^ The future of psychology, or the goose that laid the 
golden eggs,” American Psychologist, 1947, 2, 209-210. 
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AT THE CLOSE OF the previous chapter a distinction was made between 
exogenous and endogenous disorders. The former were regarded as pri- 
marily due to external, and the latter to internal factors. The structural 
disorders already considered were classified as exogenous in the sense that 
bacterial agents, toxic drugs, and cranial blows — the essential etiological 
bases for the infectious, alcoholic, and traumatic psychoses, respectively — 
originate in the external environment and not intra-organically. In terms 
of this exogenous-endogenous dichotomy the present chapter will be con- 
cerned with the endogenous structural disorders, or those of intraorganic 
origin. 

Although the dichotomy just mentioned makes for descriptive con- 
venience, its somewhat artificial and arbitrary nature should not be over- 
looked. In many cases it is difficult to decide whether the etiological basis 
should be classified as exogenous or endogenous. For example, the delirium 
of typhoid fever is obviously a consequence of the invasion of the patient’s 
blood stream by the typhoid organism, and might thus be classified as exog- 
enous. However, the fever per se is just as responsible for the clouding of 
consciousness and disorientation as the direct toxic action of the invading 
organism. Feyer has to do with those internal processes regulating the 
body's thermal condition. From this standpoint the delirium in question 
would be classifiable as endogenous. In fact, it is not uncommon for many 
psychiatrists to employ a phrase like “ endogenous toxic reaction” in re- 
ferring to deliria associated with such illnesses as typhoid, malaria, pneu- 
monia, and other infectious diseases. The deliria may be characterized 
by more than confusion, hallucinations, and general disorientation, and 
may be accompanied by motor agitation sufficiently severe to be called a 
convulsion. 

Disturbance of kidney function in cases of uremia may also result in 
widespread interference with the integrity of mental life. As is well known, 
uremic poisoning may be the cause of convulsions, abnormal fears, delu- 
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sions, and serious impairment of all the higher intellectual functions. 
Attempts to commit suicide by taking bichloride of mercury result in this 
kind of poisoning. This fact might justify classificaton of the delirious con- 
dition developing in consequence of the uremia as an exogenous toxic re- 
action. However, since uremia is so evidently a matter of disrupted metab- 
olism or body chemistry, most clinicians would prefer to think of the 
psychotic symptoms in question as endogenous toxic reactions. 

There is little need to multiply examples of the indeterminate bound- 
ary line separating the exogenous from the endogenous reactions. Often, as 
the present instance of bichloride of mercury poisoning shows, both kinds 
of factors are operating concurrently. The bichloride chemical is exoge- 
nous and the uremic condition is endogenous. In instances like this it be- 
comes a question of the preponderance of toxic influence in deciding 
which label to apply to the final toxic status of the patient. At all events, 
in the present chapter attention will be directed to those structural disor- 
ders in which the etiological factors are either altogether or preponderantly 
endogenous in the light of the distinction just made. If this is understood, 
no further qualification of exogenous-endogenous dichotomy need be in- 


troduced, t 


PSYCHOSES DUE TO DISTURBANCES OF CIRCULATION 


Taken literally, a caption like “ psychoses due to disturbances of cir- 
culation” would mean mental incompetence resulting from interference 
with the brain’s blood supply. Such a literal interpretation would not be 
incorrect, but it would be too narrow to fit the facts of clinical experience. 
The chief kind of circulatory disturbance making for mental abnormality 
is the condition called cerebral arteriosclerosis. This is Latin for hardening 
of the arteries of the brain, As everybody knows, such hardening is espe- 
cially frequent among the aging and the aged, so that the whole subject of 
mental disorders associated with senescence has become linked to discus- 
sions of cerebral arteriosclerosis and its effects on mental efficiency. In 
other words, psychoses due to disturbances of cerebral circulation have 
come to include all senile psychoses, since even those due to non-vascular 
degenerative changes are often complicated by secondary involvement of 
the cerebral arteries. 

In theory it may be possible to make a distinction between arterio- 
sclerotic psychoses on the one hand and senile psychoses on the other, but 
overlapping of symptoms renders differentiation troublesome and often 
impossible in actual practice. Accordingly, the present discussion of circu- 
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latory disorders will include more than a literal interpretation of the word 
circulatory would ordinarily suggest. 

Psychoses and Arteriosclerotic Changes. Mental efficiency is a function 
of many physiological factors. One of the most important is the amount 
of oxygen reaching the cells of the brain. In a vague kind of way this is 
common knowledge. At all events, most people know that aviators may 
lose consciousness when flying at very high altitudes unless the oxygen 
mask is put to work. They also know of the relationship between fainting 
spells and cerebral anemia, and that such anemia is reflected by the pa- 
tient’s pallor. What they probably do not know is the importance of oxy- 
gen for the maintenance of brain activities. It is now established, for ex- 
ample, that if the oxygen supply is cut off for too long a time, cerebral 
tissues may be permanently injured. The technical designation for such 
oxygen deprivation is anoxia. So-called “ blue babies” are victims of anoxia, 
and there is sound evidence that some cases of mental retardation are due 
to anoxia occurring at birth. 

Although the adult brain accounts for only two percent of the total 
weight of the body, it receives thirty-three percent of the heart's output 
when the body is in a resting state. The brain thus receives a relatively huge 
amount of oxygen compared with other organs. According to one estimate, 
it uses “in excess of 4000 cu. mm. per Gm. of brain per hour.” * By using 
certain tests of visual efficiency involving measurement of the rate of fusion 
of flickering stimuli, the well-known flicker test, Gellhorn and Hailman 
have demonstrated that anoxia reduces visual efficiency. McFarland found 
that intoxicated subjects become sober rather speedily following inhala- 
tion of fifty percent oxygen. The importance of oxygen for adequate brain 
performance can hardly be questioned in the light of these and many other 
kinds of observational and experimental data. 

In addition to oxygen, the efficiency of brain processes is dependent on 
the amount of blood sugar reaching the cerebral structures. Reduced sugar 
concentrations, hypoglycemia, have been known to result in such psychotic 
phenomena as disorientation, convulsions, and other sequelae familiar to 
those who have observed what happens to diabetics following a large over- 
dose of insulin. 


1 This figure is obtained from the following volume, in which some of the relevant 
experimental findings are conveniently summarized: Strecker, E. A., Ebaugh, F. G., and 
Ewalt, J. R., Practical Clinical Psychiatry (6th Ed.). Philadelphia, Blakiston, 1947, 
pp. 11-15. The experimental data referring to brain physiology included in the present 
section were gleaned from this summary, as well as from material to be found in 
Shock’s discussion of anoxia. Cf. Shock, N. W., “ Physiological factors in behavior,” in 
Personality and the Behavior Disorders (J. McV. Hunt, ed.). New York, The Ronald 
Press, 1944, PP- 585-589. 
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The chief purpose of mentioning these facts is to pave the way for a 
more adequate grasp of the psychological implications of cerebral arterio- 
sclerosis. The narrowing of the arteries reduces the amount of blood bath- 
ing the cerebral tissues, with consequent reduction of oxygen and blood 
sugar indispensably necessary for satisfactory execution of cortical func- 
tions. The psychological changes are often among the first observable signs 
of such arteriosclerotic impairment. Incidentally, such impairment is not al- 
ways characterized by a significant rise in blood pressure, so that these early 
changes in behavior may be incorrectly interpreted by the patient's rela- 
tives. They may attribute his irritability to lack of sleep, his memory lapses 
to inattention, and not until he begins to complain of dizziness or to have 
alarming symptoms like aphasia or fainting will the possible existence of 
serious pathology be suspected. 

Along with the arteriosclerotic changes there are, in general, other path- 
ological changes taking place in the brain as blood supply becomes more 
and more inadequate in the course of time. At post-mortem, for example, 
the neuropathologist may find atrophy of the brain as a whole, softening of 
patches of gray matter here and there, along with degenerative alterations 
of the blood vessels themselves. Under the circumstances it is not dificult 
to understand that psychotic behavior may be a concomitant of such diffuse 
brain pathology. This psychotic behavior conforms to the usual concept of 
mental deterioration. All psychological functions may be affected: judg- 
ment, memory, attention, emotion, etc. Should there be a rupture of one 
of the cerebral arteries, then the symptoms characteristic of apoplexy may 
be added to the picture. This means that aphasic disturbances and paraly- 
ses of varying degrees of muscular involvement are not uncommon features 
of the total symptom-complex. 

The symptom-complex in question thus often calls for commitment to 
a psychopathic institution. In fact, close to twelve percent of first admis- 
sions are classified as psychoses with cerebral arteriosclerosis. As a class 
these elderly people are incapable of managing their affairs with reasonable 
prudence. Their judgment is so impaired as to render them susceptible 
to “ undue influence " on the part of swindlers who may venture to induce 


them to invest in dubious business schemes, or to authorize unwarranted 


changes in wills and insurance policies. 

For these reasons the courts usually appoint guardians to assume Te- 
sponsibility for such senile patients. Incidentally, an excellent illustration 
of the way in which judgment is disturbed by anoxia is mentioned by 
Shock.? He cites an experience of the British physiologist Haldane who was 
investigating the influence of reduced oxygen intake by experimenting on 


2 Ibid., p: 585. 
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himself, Although sufficiently oriented to realize the desirability of check- 
ing on the color of his lips, Haldane was unaware of the fact that he was 
looking into the back instead of the front of his mirror. 

Laboratory studies of this kind have shown that anoxia impairs judg- 
ment and self-control in a manner similar to the effect of alcoholic intoxi- 
cation, In both states capacity for judgment of the appropriateness of con- 
duct is seriously lessened and the patient acts at variance with his normal 
standards. The big difference, of course, is that the alcoholic can recover 
from his intoxicated condition, while the senile arteriosclerotic is doomed 
to chronic deterioration. 

Unless institutionalized, the latter kind of patient can become a menace 
to the safety of others. His warped judgment, poor self-control, and re- 
duced capacity for self-criticism may result in anti-social behavior. Sex 
offenses involving minors are not uncommon among such patients. Neither 
are delusions of persecution with concomitant acts of violence against the 
imagined persecutors. 

In some respects the general clinical picture of many of these patients 
can be summed up in terms of the conventional notion of a close corre- 
spondence between senility and childish behavior, provided sufficient atten- 
tion is given to the fact that the “second childhood” occurs in adults 
possessing muscular equipment and drives by no means identical with those 
characteristic of young children. However, like young children, these 
senile dements, even before the dementia has become very pronounced, can 
be very troublesome, obstinate, selfish, unreasonable, demanding, and cruel. 
As these adjectives suggest, the “ second childhood” is the childhood of 
the “ problem child,” and not the childhood of lovable naïveté. 

Other Senile Psychoses. As was mentioned earlier, it is not always easy 
to differentiate mental disturbances due to cerebral arteriosclerosis from 
those due to non-vascular changes in the brain in the terminal decades of 
the life span. Theoretically the distinction is sound, but in practice many 
patients exhibit symptoms attributable to both kinds of brain pathology. 
Of course there are some patients whose senile behavior cannot be ac- 
counted for in terms of arteriosclerotic factors, and these would accord- 
ingly come within the scope of the concept of a senile rather than of an 
arteriosclerotic psychosis. The term senile dementia is sometimes used to 
refer to cases in which the mental abnormalities are due to deteriorative 
changes incident to old age. From the psychological standpoint, these 
issues of differential diagnosis and classification are not very important. 
They are of more concern to the neuropsychiatrist and attending physician 
because of their medical implications. This is another way of saying that a 
differential diagnosis cannot be made by means of psychometric tests. 
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What is of somewhat greater psychological interest is a relatively small 
group of cases who exhibit signs of senility during middle age. Marked 
evidence of cerebral deterioration occurring by about the fourth or early 
in the fifth decade can be classified as pre-senile changes, and psychotic con- 
comitants would be called pre-senile psychoses. Two of these pre-senile psy- 
choses are of particülar psychological interest because of the somewhat 
unique mental symptoms associated with them. These two psychoses are 
known as Alzheimer’s Disease and Pick’s Disease, respectively. The former 
occurs at an earlier age and usually runs a more rapid course than the latter. 

Alzheimer's disease has sometimes been found in patients who are still 
in their early forties. At post-mortem brain atrophy, destruction of nerve 
cells, and other indications of tissue degeneration are to be found. There 
can be no question of a psychosis in these cases. The patient is confused, 
disoriented, very active, but not goal-directed. In addition, speech is dis- 
turbed, as in cases of aphasia. On performance tests there is difficulty in 
executing simple tasks like copying a square or fitting blocks into a form- 
board. This is not due to any paralysis of the muscles, but to cerebral fac- 
tors connected with disruption of the control of skilled acts, or what is 
technically called apraxia. The patient seems to have forgotten just what 
movements to make in order to insert a key into a lock, to lace his shoes, 
or to manipulate eating utensils. 

Apraxia may be viewed as the general manipulatory equivalent of motor 
aphasia. With reference to both sets of symptoms the patient acts as if he 
no longer remembers how to move lips and tongue to produce ordered 
speech sounds, or how to control arms and fingers to bring about a co- 
ordinated act of skill. In other words, there is a memory factor involved 
in both the aphasic and the apractic symptoms. ‘This defect of memory 
can be readily demonstrated in victims of Alzheimer's disease. The mem- 
ory span is seriously curtailed. In the sense that the memory-span test in- 
volves fixation of what was just presented the defect here is not only a dis- 
order of immediate memory, but also a disorder of attention or perception. 
This is another way of pointing out the complexity of psychological proc- 
esses involved in what, for the sake of descriptive convenience, is called 
the memory span. It might also be called attention span or perceptual span, 
depending on which phase of the complex mental act one desires to stress. 

The nature of the memory-span test merits this discussion here in order 
to make clear what is to be expected if patients suffering from Alzheimer’s 
disease were to be studied by the Goldstein-Scheerer tests. They would ex- 
hibit impairment of the abstract attitude in their inability to maintain a 
mental set, for such inability is what disturbance of attention span implies. 
Furthermore, the concept of abstract attitude also includes the ability 
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to bear in mind a group of related items or acts simultaneously. Per- 
ceptual span, of course, has reference to this phase of the abstract attitude. 
The apractic patient who can no longer start his car because he cannot 
“ perceive” the relationship between ignition key, gas feed, and clutch 
would be illustrating an impairment of his perceptual span. Should he be 
reminded of the appropriate sequence of acts by having the examiner 
demonstrate the sequence, then the illustration would parallel what was 
just said regarding the memory span. At all events, it should now be clear 
that the disturbance of memory functions commonly observed in cases of 
Alzheimer's disease is a rather complex disturbance and may account for 
the other symptoms of aphasia and apraxia. 

Alzheimer's disease is usually fatal within about three years from its 
onset. The second pre-senile psychosis to be considered here, Pick's disease, 
may run a course of ten or more years. It also differs from the former in 
starting at a somewhat later age. At post-mortem both diseases show 
atrophy of the brain, but there are other pathological changes unique to 
each disease. Many of the psychotic symptoms are not significantly dif- 
ferent from those already noted as usual consequences of cortical deteriora- 
tion. As more and more of the cortex becomes involved there is an increas- 
ing impairment of the more complex intellectual functions, failure to abide 
by conventional ethical standards, and disturbances of speech and general 
behavior. 

Of particular psychological interest is the way in which memory func- 
tions come to be affected. These differ from the memory disturbances just 
described in connection with Alzheimer's disease, as well as from those 
mentioned in the last chapter as characteristic of Korsakoff's psychosis. 
Victims of Pick's disease do not have trouble with simple tests of mem- 
ory, provided these are tests of mere duplication of that which has already 
been reduced to quasi-automatic activity. But they lack the ability to con- 
ceptualize what they have learned in order to adapt it to slightly changed 
circumstances. Goldstein cites an excellent example of this kind of inflexi- 
bility in one of his patients. This woman had been in the hospital a long 
time and knew the way from her room on one floor to the sewing room 
on another. Her memory of the correct route, in other words, seemed to be 
intact. But she could not draw a diagram to illustrate the route, Nor could 
she find her way if starting from a different point on the floor. 

The flexible adaptation of memory images to new situations is thus 
especially disturbed in Pick's disease. This is to say that the patient has 
trouble shifting his mental set from one view of a problem to another call- 
ing for the same background of experience. A common instance of this 
trouble is familiar to many teachers of arithmetic whose pupils learn to 
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write 12 when told to multiply 3 by 4, provided the latter numbers are 
written under one another. However, such pupils are baffled if the problem 
is presented as 3 X 4 — ? It is as if they cannot shift from the vertical to 
the horizontal, or at least fail to recognize the identity of the problem be- 
cause of the changed spatial orientation. This somewhat oversimplified ex- 
ample may help to show what is meant by saying that in Pick's disease the 
patient can no longer employ what he recalls as a means of solving his 
problems. Memory ceases to be an intellectual instrument and functions 
solely in behalf of the rigidly stereotyped and routinized situations. This 
means that such a patient is restricted to the highly specific, concrete use 
of what he recalls, but cannot avail himself of the class or category of 
objects of which the concrete is but a single instance. And such a restric- 
tion, it should be stated once again, is but another manifestation of im- 
pairment of the abstract attitude. 


PSYCHOSES DUE TO CONVULSIVE DISORDERS 


Convulsive disorders center around epilepsy. At one time epilepsy was 
thought to be functional, but is now known to be directly related to ab- 
normalities of brain action as revealed by the electroencephalogram. 
Nevertheless, it continues to present problems of psychological as well as 
neurological interest. Neurologists have known of the role of atypical 
“brain waves ” in epilepsy only since 1935. But knowledge of the disorder 
itself goes back to ancient times. Through the centuries it has continued 
to be a subject of speculation. Some regarded its victims as possessed by 
demons, while others venerated epileptics as divinely inspired beings. It 
was often called the “ falling sickness,” but was also known by many other 
names.’ Its clinical manifestations are so varied that it is now customary to 
speak of “ the epilepsies,” in the plural. This is also reflected in the use of 
the phrase “ convulsive disorders " introduced as the main heading for this 
section, meaning that more than one kind of convulsive seizure is to be 


considered. 

Even though the subject of convulsive seizures is being introduced in 
a chapter concerned with psychotic disorders, this should not be construed 
to indicate any necessary relationship between epilepsy and psychoses. 
Epilepsy is compatible with outstanding intellectual and other achieve- 
ment. Many historically eminent people are supposed to have been epilep- 
tics. Among them are Cambyses, Caligula, Napoleon, Julius Caesar, Mo- 


3 Kanner, L., The names of the falling sickness. An introduction to the study of 
1909-127. 


the folklore and cultural history of epilepsy," Human Biol., 1930, 2; 
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hammed, Handel, Swift, Dostoievsky, and St. Paul. Dostoievsky capitalized 
his knowledge derived from personal experience in many of his writings. 
His characters, notably Myshkin in The Idiot, are sometimes admirable 
presentations from an inside knowledge of epileptic phenomena. 

Characteristics of Grand Mal Seizures. The seizure in the form known 
as grand mal is dramatic and impressive. The attack appears suddenly, 
with violent tonic contractions of the voluntary musculature. These, if 
closely watched, will be found to appear first on one side and in some 
one place such as the arm or leg, from which the spasm spreads rapidly over 
the body. At the same time the patient loses consciousness and falls. The 
tonic contractions are of brief duration and are followed by clonic contrac- 
tions, as relaxation begins to take place. In the course of the seizure the pa- 
tient may bite his tongue or lose control of his sphincter muscles. ‘The 
duration of the seizure is brief, ranging from two or three minutes to per- 
haps ten minutes. Consciousness returns gradually. Sometimes there is a 
second seizure before consciousness has been entirely restored. Occasionally 
some patients may undergo a series of convulsive attacks before regaining 
consciousness. In all cases of grand mal seizure the end of the attack is 
characterized by extreme exhaustion, and prolonged rest may be imperative. 

The paroxysm is often preceded by a period of excitement and height- 
ened emotionality of an exceptionally pleasant nature. Thoughts flow freely 
and to the great satisfaction of the thinker. All his powers seem to him to 
be functioning superbly and he feels exalted. This experience has been de- 
scribed vividly by Dostoievsky and those who have written about him. 

A common and conspicuous feature is the epileptic aura. This is an 
hallucination which occurs shortly before the seizure, and after a little ex- 
perience is interpreted by the patient as a warning; frequently this enables 
the patient to get to some comfortable place before the attack. These 
aurae have often been described and are of many kinds. Some are simple 
sensory hallucinations, and some are so complex as to render their descrip- 
tion difficult. Starr found in a study * of two thousand cases that aurae were 
present in thirty-eight percent. He found the following order of frequency 
of aurae: (1) epigastric sensations; (2) cephalic sensations of vertigo; 
(3) numbness in arms; (4) visual; (5) mental states with fear; (6) cardiac 
sensations; (7) auditory; (8) abdominal; (9) numbness in limbs, etc. An 
uncontrollable impulse to run forward a few steps constituted the aura in 
one case. In another, described by Gowers,* there was a chronically recur- 


4 Clark, L. P., “ A psycho-historical study of the epileptic personality," Psychoanal. 
Rev., 1922, 9, 367-401. 

5 Starr, M. A., “Is epilepsy a functional disease?” J. nerv. ment. Dis., 1904, 31» 
145-156. 

6 Gowers, W. R., “ Subjective visual sensations," Nature, 1895, 52, 234-236. 
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rent warning which involved experiences described as auditory but appar- 
ently located in the chest and head, visual experiences of light and color 
and of a human figure, and some peculiar olfactory hallucinations. 

After the paroxysm there is amnesia for the period of the attack, and 
occasionally a slight retroactive amnesia. Upon regaining consciousness the 
patient is cross, irritable, morose, and extremely difficult to handle, Con- 
sciousness may be partially clouded, as revealed by a marked reduction in 
intellectual efficiency. Patients in this post-paroxysmal period will often fail 
to recognize their intimate acquaintances and may be inattentive to affairs 
ordinarily of importance to them. 

The preceding description of the seizure, including the outstanding char- 
acteristics of the pre-and the post-paroxysmal periods, is a sort of composite 
of many clinical pictures of grand mal attacks. To find a single case con- 
forming in all details to this description would doubtless be very difficult, 
but some such picture is helpful in getting a serviceable general impression 
of the somewhat hypothetical “ typical ” seizure. 

In some cases the features of the pre-paroxysmal period may be exag- 
gerated and those of the other periods minimized. Perhaps that is all that 
the observer will notice unless he is well trained. Again, there may be little 
of the pre-paroxysmal features, and the post-paroxysmal may be reduced 
to a brief period of exhaustion, with amnesia for the paroxysm itself. The 

_ clinical picture would then consist primarily of the symptoms of the seiz- 
ure; but even in such cases there may be marked differences in the degree 
of intensity and duration. 

Petit Mal and Other Forms. Many patients experience seizures so 
slight that they seem to be little more than momentary losses of conscious- 
ness; the motor features are reduced to such a degree as to be either absent 
or not noticed. Such cases are called petit mal, in contrast with the grand 
mal described above. 

In another form of this disease both the paroxysm itself and the pre- 
paroxysmal phases are relatively insignificant, the outstanding features then 
being the prolonged duration and the intensification of the symptoms of 
the post-paroxysmal period. Here the amnesia is extended to include the 
post-paroxysmal period. The patient goes about his affairs abstractedly and 
is likely to be dangerously morose, irritable, and malevolent. Sometimes 
epileptics in this condition wander off long distances and give rise to sen- 
sational newspaper stories of multiple personalities, lost minds, and the 
like. Serious criminal offenses, even murder,’ may be committed while the 


7 For an instructive description of such a case see Grant, A. R., and Allan, S. M., 
“ Post-epileptic automatism as a defense in a case of murder,” J. ment. Sci., 1929, 75 
707-713. In this connection it is of interest to consider a statement made by the fa- 
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patient is in this condition, technically known as an epileptic fugue state. 
It is a condition in which the most highly complex acts are performed in an 
almost automatic fashion. Unfortunately such people are often allowed 
complete freedom, because their diseased condition is not recognized, or 
its seriousness not known. In other instances, called epileptic furor states, 
the activity is so obviously abnormal and dangerous as to be immediately 
recognized. Good examples of this are to be found in the behavior called 
“ running amuck,” in which the patient dashes wildly through a street or 
crowd, shooting or stabbing in a maniacal frenzy. 

Certain variations of epileptic phenomena are known as epileptic equiv- 
alent states. Typical seizures may not, in a given case, appear at all, or they 
may appear at long intervals; and yet the patient suffers attacks of depres- 
sion and persistent ill-humor which have a decidedly epileptoid appearance. 
Napoleon’s periods of frightful ill temper and moroseness are often re- 
ferred to as examples. Their occurrence just before or during some of his 
famous battles is used by biographers as an explanation of their indecisive- 
ness, or even of his defeats. Sometimes the “ equivalent” takes the form of 
a period of confusion or excitement in which the patient rushes about, 
talks garrulously if not incoherently, is for the most part unresponsive to 
the environment, and manifests what has been referred to as a “ conscious 
delirium.” Ecstatic states occur also, in comparative isolation from the rest 
of the epileptic seizure phenomena. 

With so many variations possible, it is not at all surprising that the 
diagnosis is not always easy to establish. Even hysteria, it may be recalled, 
may simulate an epileptic seizure. Furthermore, seizure states may accom- 
pany or result from such varied conditions as skull fracture, paresis, diabetes, 
and such psychotic disturbances as schizophrenia or manic episodes. Ordi- 
narily, an epileptic attack occurring in conjunction with conditions like 
the foregoing is viewed as another symptom of the underlying illness or 
disorder. As a consequence, it is termed symptomatic epilepsy. In contra- 
distinction to the latter term the “ non-symptomatic " variety is called either 
genuine or idiopathic epilepsy. In recent years many of these diagnostic 
complications have become less troublesome, as electroencephalographic 
tracings have come into more general use. In the hands of an experienced 


mous nineteenth-century British psychiatrist, Maudsley, and quoted by Lennox as fol- 
lows: “ Whenever a murder has been committed suddenly, without premeditation, with- 
out malice, without motive, openly, and in a way quite different from the way in which 
murders are commonly done, we ought to look carefully for evidence of previous epilepsy, 
and other symptoms allied to epilepsy." See Lennox, W. G., “ Seizure states," in Per- 
sonality and the Behavior Disorders (J. McV, Hunt, ed.). New York, The Ronald Press, 
1944, P- 958. 
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Rorschach worker the Rorschach test may also be of help to the diag- 
nostician. 

Frequency and Effects of Seizures. The frequency of epileptic attacks 
varies greatly, and is also dependent upon the medical care the patient is 
receiving. Cases are reported varying all the way from several seizures in a 
day to three or four in a period of twenty-five years. Proper medical care 
greatly reduces their frequency, and sometimes they may be stopped alto- 
gether. 

Intellectual impairment is usually the consequence of recurrent epileptic 
seizures. This may continue more or less rapidly into profound dementia. 
On the other hand it is true that many experience a very slow dementia, 
so slow that the impairment is of minor consideration from a social point 
of view. That many people have succeeded in achieving greatness in spite 
of epilepsy or perhaps, in some cases, because of it, has already been men- 
tioned. Medical care, which reduces the severity and the frequency of the 
seizures, may very likely reduce the chances of psychotic disturbances de- 
veloping. In general, these disturbances reveal the familiar characteristics 
of a dementia. There is inattention, poverty of associations, erratic judg- 
ment, wandering digressions, disturbances of perception and memory, and 
loss of orientation. 

It is difficult to obtain an adequate conception of epilepsy from the 
presentation of a single case. To cover the subject of epilepsies by means of 
case histories would entail a disproportionate amount of space. Conse- 
quently, the following clinical report of a case is to be viewed as little more 
than a fragmentary introduction to a large subject: 


Female, nineteen years. Health poor. Unmarried. Family history negative. 
Said to have had some kind of a spasm at six months and another at five years. 
Growth seems to have been somewhat retarded and there is a defective develop- 
ment of one hand and arm. Since the spasm reported at the age of five there 
have been epileptic seizures more or less frequently ever since. At fourteen she 
suffered a severe attack of scarlet fever. Her seizures are of the more severe or 
grand mal variety. Just prior to each seizure she says that she sees bright colors, 
green, black and red; these appear to be a little off to the right — she says she 
sees them more with the right eye. The frequence of the seizures and her poor 
health interfered with schooling so that she has probably never done more 
than the work of the first three grades. Considerable impairment of intelligence 
is evident, and her memory is poor. Headaches are frequent, At home she be- 
came so cranky and unmanageable as to make commitment imperative. In the 
hospital she manifests much the same characteristics, is noisy, restless and de- 
structive. The pupils are somewhat dilated but react to light. No other signifi- 


cant neurological findings were reported. 


406 Structural Psychotic Disorders (IT) 


As should be clear, the foregoing oversimplified account of a case of 
grand mal epilepsy is characteristic not of all grand mal cases, but only of 
those requiring institutional care. Although many of these are so severely 
disturbed as to be called psychotic and thus come to be patients in psy- 
chopathic hospitals, there has been some question about the soundness of 
this procedure. Experts in the management of seizure states prefer to have 
epileptic patients handled as a separate group and advocate having them 
cared for in their own communities or colonies. This applies with particular 
force to those whose proneness to seizures and behavior difficulties renders 
home care impossible, but who are not actually psychotic. Obviously such 
epileptics are not being placed in a suitable environment when surrounded 
by deteriorated psychotics in a state hospital. Nevertheless, there are many 
states which have not made adequate provision for the institutional care 
of this class of patients. In the statistical reports from many state hospitals 
it is common to come across an entry like “ epilepsy — without psychosis.” 

Etiological Factors. The quest for an understanding of the cause or 
causes of epileptic attacks has been arduous and perplexing. Through the 
years many clues were followed with uncertain results. At one time it 
looked as if diet might be a crucial factor, since many patients placed on a 
diet calculated to induce an acidotic state were found to have fewer seiz- 
ures. Total fluid intake was also found to be a factor, and many patients 
seemed to be helped by a reduction in water consumption. Other observers 
reported success in reducing seizures by having their patients avoid emo- 
tional upsets, with the result that affective sensitivity came to be regarded 
as an etiological factor, Furthermore, almost all observers were impressed 
by the frequency with which several generations of the same family would 
have one or more epileptic members, so that hereditary factors could not 
be ruled out of consideration. 

Within the last two decades the introduction of electroencephalo- 
graphic studies has helped in the clarification of the problem of just what 
is to be regarded as etiologically significant. These studies, conveniently ab- 
breviated as EEG studies, reveal a direct relationship between changes in 
electrical brain potentials and seizure states. 

In the normal brain there is a characteristic periodicity or rhythm gov- 


* i The relevant literature is vast. The significant sources are readily accessible in the 
bibliography at the end of the previously cited article by Lennox (op. cit., pp. 964-967), 
and with reference to clectroencephalography as a separate subject in the bibliography 
at the end of the chapter by D. B. Lindsley in the same volume (pp. 1087-1103). 
Lindsley's bibliography, which was published in 1944, contains some five hundred refer- 
ences. In view of the fact that the first article dealing with the subject was Berger's 
pioneer report in 1929 it is obvious how intensively this specialized field is being culti- 
vated and why it can receive little more than passing mention in a book like this. 
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erning the EEG tracings. This rhythm is disrupted in the tracings obtained 
from epileptic patients. As a result such disruption, or what is called a 
cerebral dysrhythmia, is now regarded as an essential factor in the causation 
of epilepsy. Not all people whose EEG's show dysrhythmia have epilepsy, 
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Ficure 23. Variations in EEG patterns. The differences between these 
patterns in cases of petit mal as contrasted with those of grand mal can 
be noted by comparing the second and last wave patterns. In the latter, 
characteristic of grand mal attacks, there is a stretch of very rapid 
waves of small amplitude followed by the more pronounced (high 
voltage) waves as the tonic phase occurs, and terminating with the 
slower waves as the clonic phase supervenes. In the former, character- 
istic of petit mal attacks, the wave and spike formations stand out as 
the differentiating features. 


but all epileptics show dysrhythmia. Whatever is responsible for the dys- 
rhythmia may thus be viewed as a necessary but not a sufficient cause of 
seizure states. Dysrhythmia may even be thought of as a fundamental cause 
with other factors, such as diet, fluid intake, brain injury, and so on, being 
viewed as accessory causes. 

In essential epilepsy the dysrhyth 
all cases of symptomatic epilepsy are 


mia is a matter of inheritance. Whether 
the result of brain trauma suffered by 
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people having pre-traumatic abnormal EEG's, or whether the trauma suf- 
fices to precipitate cerebral dysrhythmia in patients with previously normal 
EEG’s, are difficult questions to answer in the light of present knowledge. 
On a priori grounds one might expect people having abnormal EEG's but 
with no history of epilepsy to be more prone to the development of sympto- 
matic epilepsy following brain injury than other people, but it is hard to 
secure the requisite laboratory evidence to confirm this theoretic expecta- 
tion. At all events, all EEG’s of people with seizures, both congenital and 
acquired, reveal dysrhythmia. What is more, as indicated in Figure 23, the 
different clinical varieties of epilepsy reflect these differences in distinctive 
EEG patterns. This is of enormous aid in diagnosis. It helps, for example, 
in deciding whether a given case should be classified as genuine epilepsy 
or as hysteroepilepsy. 

Drugs like bromide, phenobarbital, and sodium dilantin have been 
found to be very helpful in controlling convulsive attacks. These anti- 
convulsants probably modify the body chemistry sufficiently to raise the 
threshold of cerebral irritability presumably involved in the seizures. This 
means that both chemical and electrical processes are involved in the 
etiology of epilepsy. It suggests why Lennox ? has defined epilepsy as a “ re- 
current disturbance in the chemico-electrical activity of the brain which 
manifests itself in a symptom complex of which impairment of conscious- 
ness, perturbation of the autonomic nervous system, convulsive movements 
or psychic disturbances are the essential components.” With respect to 
etiology it now appears to be clearly established that such “ disturbance 
in the chemico-electrical activity of the brain” as manifested in cerebral 
dysrhythmia is an inherited disturbance. 

Personality Theory and Epilepsy. It would take many pages to write a 
full account of the way in which concepts derived from psychopathology 
have influenced theories of personality. To do so here would constitute too 
much of a digression. However, it is possible to outline the drift of this 
approach in terms of the subject of epilepsy, for the notion of an epileptoid 
personality supplies a convenient point of departure for such an outline. 

An historical perspective will help to introduce the salient issues. The 
close relationship between personality and temperament has long been 
known. It suffices to remind the student of the ancient doctrine of the four 
temperaments from which descriptive terms still in popular usage are de- 
rived. Terms like sanguine, phlegmatic, melancholic, and choleric illus- 
trate this derivation more concretely. The concept underlying this doctrine 
was that the “ humors” or “ juices " of the body are important determiners 
of temperament. This same concept is operative in the more modern em- 

® Lennox, op. cit., p. 938. 
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phasis on the role of endocrine “ juices” in the biochemistry of tempera- 
ment. Irascibility, for example, is linked up with excess adrenal activity, 
just as sluggishness is attributed to underactivity of the thyroid gland. The 
quality of behavior is thus seen as a function of what a famous French 
physiologist once called man’s “ internal milieu.” If this “ internal milieu " 
is viewed as the biochemical aspect of the determiners of “ constitution ” 
or physique, then the teachings of men like Kallmann and Kretschmer '" 
regarding the genetic or constitutional bases of mental disorder can be re- 
lated to the psychology of temperament. 

A deliberate attempt to work out such a relationship was undertaken 
by Rosanoff ** some thirty years ago. He associated a particular kind of 
temperament with each of four classes of abnormal personalities. These 
included the anti-social or psychopathic personalities, the cyclothymic or 
manic-depressives, the schizophrenics, and, what is of particular relevance 
in the present context, the epileptic type. The latter was described as being 
cruel, hypersensitive, and selfish. 

This idea of a typical epileptic personality or epileptic temperament 
was also developed by L. P. Clark * at about the time Rosanoff was pre- 
senting his views. According to Clark, the distinctive personality traits of 
the epileptic are exhibited long before the onset of the first seizure. As chil- 
dren the epileptics were explosively irritable, obstinate, fidgety, quarrelsome, 
and not readily responsive to home and school discipline. As adults he saw 
these patients as egocentric, unduly sensitive, un-cooperatively rigid, and 
emotionally poverty-stricken. McCurdy ^ once described epileptics as 
being “considerate without being kind, religious without zeal, and . . . 
they will work for praise, but not for love.” In brief, this general picture 
of the epileptic personality suggests a marked lack of emotional maturity, 
ora failure to develop beyond an insecure adolescent’s self-centered struggle 
to win social recognition by fighting for his rights rather than by learning 
to consider the rights of others in a spirit of cooperative social endeavor. 

However, not all students of epilepsy have reached the same conclusion 
regarding the existence of a complex of traits to be found among epileptics 
as a class. Lennox," on the basis of an unusually extensive clinical experi- 
ence with epileptics, has been particularly critical of the concept of an epi- 


10 See pp. 319-323. : 2 
11 Rosanoff, A. J., “A theory of personality based mainly on psychiatric experi- 


ence," Psychol. Bull., 1920, 17, 281-299. e 
12 Clark, L. P., “ A psychological interpretation of essential epilepsy," Brain, 1920, 


43, 38-49. 
Ter Quoted by Maslow, A. H., and Mittelmann, B., Principles of Abnormal Psy- 


chology. New York, Harper, 1941, p. 526. 
14 Lennox, W. G., Science and Seizures. New York, Harper, 1941, pP. 58-59. 
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leptic personality type. His views on this topic gain additional significance 
because, as was previously mentioned, he grants the existence of a geneti- 
cally determined or constitutional basis for seizure states in the light of his 
studies of cerebral dysrhythmia. Nevertheless, he questions the existence of 
any dependable relationship between abnormal EEG’s and a certain type 
of temperament or personality. In his opinion, those who have come to 
believe in the reality of an epileptic personality have done so largely on the 
basis of contacts with institutionalized epileptics. Such patients are likely 
to be more deteriorated, troublesome, or generally abnormal than epileptics 
seen in private practice. Lennox finds these non-institutionalized patients 
“no more peculiar” than the average of the population. He reports that 
only “a minority of patients show the type of personality described,” and 
he also points out that in some of these the alleged epileptic traits did not 
become manifest until after seizures appeared. When this happens, he be- 
lieves it more plausible to attribute the traits in question to the patient’s 
reaction “ to the social-psychological insults suffered.” 

Presumably more sympathetic and intelligent handling of the patient 
by his “ normal” associates would prevent such traits from developing in 
the course of time. As Lennox sees it, the embittered egocentricity, irrita- 
bility, and other traits supposedly characteristic of the epileptic's person- 
ality make-up are products of the resentment any person might experience 
were society to treat him as peculiar, inferior, dangerous, and at best as 
some kind of a nuisance to be endured rather than welcomed. The epileptic 
child soon learns that neighborhood mothers may not invite him to parties 
for fear that a seizure may shock the older children. And later on he may 
find himself barred from certain kinds of employment because of the 
hazards involved, or because a grand mal attack may startle an office staff. 


He may also find himself viewed as a matrimonial liability, so that for him: 


the course of true love may be rougher than for others. 

It should thus be easy to understand why Lennox rejects the notion of 
an inherent, genetically determined epileptoid personality. Whether cere- 
bral dysrhythmia by itself in the absence of seizure states makes for any 
distinctive kind of explosive irritability is a question that has never been 
put to experimental check.* If upon investigation it should be answered 
in the affirmative, then, of course, the position taken by Lennox would 
have to be qualified sufficiently to allow for the kind of epileptoid predispo- 
sition postulated by investigators like Rosanoff. 


j AP There have been experimental studies dealing with alleged personality charac- 
teristics of epileptics. A recent study of this kind which also contains a helpful bibliog- 
raphy of other relevant studies is the following: Lisansky, E. S., “ Convulsive disorder 
and personality,” J. abnorm, soc. Psychol., 1948, 43, 29-37. 
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PSYCHOSES INVOLVING METABOLIC AND KINDRED 
DISTURBANCES 


This section will deal with a group of disturbances not easily covered by 
a brief heading. Even the one selected is an abbreviation for the longer one 
used by the system of psychiatric classification employed in the present dis- 
cussion of structural psychoses. The original heading is “ psychoses due to 


disturbances of metabolism, growth, nutrition, or endocrine functions." 


Quite obviously, such an extensive caption includes a large number of 
physiological rather than psychological factors. Because of this their de- 
tailed consideration is out of place in a book on abnormal psychology. 
Nevertheless, their broad consideration is justified not only for the purpose 
of supplying a balanced view of what makes for abnormalities of experience 
and behavior, but also for the purpose of supplying those who plan to be- 
come clinical psychologists with the requisite background for some of their 
future professional duties. 

General Survey. It may help to ward off confusion if these metabolic 
and kindred disturbances are viewed in the light of the general expository 
framework being followed in our accounts of abnormalities associated with 
or due to organic impairment. This framework, it will be recalled, calls 
for a progressive shift of attention from the most external to the most 
internal etiological factors. The former included bacteriological agents, 
alcohol and exogenous toxins, and brain injury of traumatic origin while 
the latter, so far introduced, included impairment of circulation and the 
conditions responsible for seizure states. Epilepsy was scen to be internal 
with respect to the cerebral dysrhythmia, and external with respect to the 
accessory causes of seizures like dietary indiscretions, excited argument, 
and so on. 

In terms of this conceptual external-internal framework, seizure states 
may consequently be regarded as occupying an intermediate position. The 
metabolic disturbances about to be introduced should be thought of as 
more definitely internal in the sense that they have to do with a medley of 
factors governing the organism’s physiological economy or level of bio- 
chemical efficiency. These factors include those connected with homeos- 
tasis, or the maintenance of a relatively constant internal environment, and 
with many of the changes involved in growing old. 

The artificiality of the framework should be obvious by this time, for 
some of these issues have already been discussed in preceding sections, But, 
despite its artificiality, the scheme has enough expository value to compen- 
sate for this manifest shortcoming. In fact, seeing the reasons for the in- 
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evitable artificiality of this and all other classificatory schemes will help to 
promote a more accurate and penetrating understanding of the whole sub- 
ject of mental disorder. For example, the present reference to metabolic 
factors and factors of aging had to be anticipated in earlier sections because 
of overlapping of pathological conditions. To be more specific, involution 
melancholia was discussed in connection with affective disorders because 
melancholia is an affective disorder; but it can also be listed under the 
minor caption of “ disturbances of growth " because the involution period 
has reference to growing old, or the transitional period between the ter- 
minal years of full maturity and the onset of senility. Under the same minor 
heading it would be consistent and understandable to discuss such dis- 
orders as Pick’s disease and Alzheimer’s psychosis. These, it will be recalled, 
are pre-senile disorders characterized by brain atrophy and other cerebral 
changes attributable to premature aging. However, since cerebral pathology 
is so often complicated by cerebral arteriosclerotic changes, these senile 
psychoses can also be subsumed under the heading of circulatory disorders, 
without doing violence to the logic of the classificatory scheme. 

Since we found it more convenient to discuss involution melancholia 
and some of the senile and pre-senile disorders under other headings, no 
extensive mention will be made of them in the present section. But the 
student should realize that, strictly considered, the involutional aspects of 
involution melancholia as well as the non-circulatory aspects of the senile 
disorders belong under the heading of this section, and would be so listed 
by some psychiatrists. 

The general issue involved here was already anticipated at the beginning 
of this chapter in connection with the discussion of the indefinite bound- 
ary line separating exogenous toxic reactions. As was then implied, the con- 
cept of endogenous reactions has to do with the metabolic factors falling 
within the scope of the present section. 

Endogenous Toxic Reactions and Phenomenology. In some respects it 
may be misleading to speak of “ psychoses due to metabolic disturbances.” 
This would be the case if the word psychoses were taken to refer to defi- 
nite clinical entities like schizophrenia or paranoia. In most of the struc- 
tural psychoses there is no fixed array of symptoms in the way of a " men- 
tal" syndrome. The mental symptoms may show up in connection with 
almost any kind of fever or toxic condition, irrespective of the specific na- 
ture of the fever or toxin. These symptoms do not vary in a predictable 
manner with each kind of organic disease. In other words, there is only 
one kind of delirium accompanying high fevers, with no differentiating 
characteristics depending upon whether the patient is suffering from ty- 
phoid fever, malaria, pneumonia, yellow fever, or any other kind. In addi- 
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tion to delirium such patients may be disoriented, agitated, confused, and 
subject to hallucinations. However, even the most detailed account of the 
precise nature of these “ psychotic” reactions will not enable the diagnos- 
tician to infer the cause of the fever. This has to be done by other means. 
The infectious or toxic agent may be specific in its arousal of a recognizable 
pattern of organic symptoms, so that in most instances such a pattern con- 
forms to the notion of a clinical entity. But this does not apply to the 
psychotic reactions associated with these febrile and toxic conditions. 

Although detailed study of febrile and toxic changes lies outside the 
scope of abnormal psychology, the general relationship between such 
changes and “ normal ” consciousness and behavior ought not to be over- 
looked by the student of psychology. Unfortunately, exclusive preoccupa- 
tion with topics like mental conflict, frustration, aspiration levels, intelli- 
gence quotients, ego involvement, defense dynamisms, phobias, and similar 
distinctively mental topics is apt to blind the student to the relevance of 
other approaches to an understanding of behavior. 

Currently, for example, there is considerable controversy in psycho- 
logical circles regarding the adequacy of phenomenological accounts of be- 
havior. Phenomenology as a technical term has a fairly long history and 
does not lend itself to easy definition. As used by its modern psychological 
advocates, Snygg and Combs,'^ it does not seem to be very different from 
what is ordinarily called consciousness. The phenomenal world is the world 
of appearance or impression, and this is readily seen as the world as it ap- 
pears to the observer in immediate experience. 

At any instant an individual is aware of what he is experiencing in terms 
of external stimulation, memories, purpose, and so on. The sum total of 
this awareness corresponds to what Snygg and Combs call the “ phenome- 
nal field.” To understand human behavior, they contend, it is necessary to 
employ the frame of reference of the person one is trying to understand. 
This means perceiving his phenomenal fields. In a way it amounts to say- 
ing that the psychologist’s task is to learn to see the world as it is seen by 
his subject, client, or patient, or what is popularly called “ getting the other 
oint.” In the words of Snygg and Combs," the “ phenomeno- 


fellow’s viewp 
requires one to learn “ to look at behavior from the point 


logical approach " 
of view of the individual who is behaving." 

'They also hold as their basic postulate that “all behavior, without ex- 
ception, is completely determined by and pertinent to the phenomenal 
field of the behaving organism." '* Even if this is accepted as tenable for 


16 Snygg, D., and Combs, A. W., Individual Behavior. New York, Harper, 1949. 


17 Ibid., p. 335- 
18 Ibid., p. 15. 
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normal behavior, its relevance for psychiatry and abnormal psychology 
might well be questioned. 

Inasmuch as the authors apply their postulate to “ all behavior, without 
exception,” they doubtless intend it to be applicable to the kinds of be- 
havior under consideration in this section. It might be asked whether the 
delirious behavior of a feverish patient or the irritable excitement of a 
victim of hyperthyroidism is “ completely determined” by the respective 
phenomenal fields of these patients. If prediction and control are regarded 
as part of the quest for scientific understanding, then with respect to the 
kinds of behavior considered here an exclusively phenomenological ap- 
proach can be questioned as to its scientific adequacy. Before the relation- 
ship between thyroid overactivity and restless excitement was demonstrated, 
there was no way of predicting or controlling the patient’s behavior. Now 
that the relationship is understood, a competently trained “ outside ob- 
server” can do something about it, either by means of drugs or surgery. 
In other words, he can predict behavioral changes from given degrees of 
hyperthyroidism, and also control the abnormal behavior. Such prediction 
and control is not dependent upon knowledge of the patient’s phenomenal 
fields any more than a veterinarian would have to be concerned with the 
perceptual outlook of a hyperthyroid animal. 

For complete scientific understanding of much abnormal behavior it 
is thus necessary to supplement the phenomenological approach by other 
approaches. The reference to hyperthyroidism should serve as a reminder 
of the relevance of the endocrinological approach. As was just pointed out, 
such excess secretion can induce excitement and other emotional disturb- 
ances, Both manic behavior as well as extreme depression can be induced 
by such excess. It is also well to recall that diminished thyroid activity, 
hypothyroidism, can give rise to a variety of mental symptoms in the way 
of sluggish behavior, intellectual dullness, reduced attention span, and 
memory impairment. 


19 Critiques of the phenomenological approach from the viewpoint of psychology 
may be found in the following articles: MacLeod, R. B., “ The phenomenological ap- 
proach to social psychology,” Psychol. Rev., 1947, 54, 193-210; Smith, M. B., “The 
phenomenological approach in personality theory: some critical remarks,” J. abnorm. soc. 
Psychol., 1950, 45, 516-522. 

An incisive critique of this approach from the psychiatric viewpoint reflecting ef- 
forts of German psychiatrists to apply phenomenology to problems of psychopathology 
years before Snygg and Combs wrote their valuable and provocative volume might also 
be mentioned in this footnote for the benefit of the serious student who wishes to pursue 
the subject at more advanced levels. Unfortunately, this critique is not available in Eng- 
lish. The bibliographic reference is as follows: Frostig, J., “ Das Problem der Phà- 
nomenologie in der Psychiatrie," in the Festschrift Dr. Reinhold, Brno, Rudolph M. 
Rohrer, 1936, pp- 61-69. 
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In addition to the endocrine factor there are other metabolic factors to 
be mentioned. Nutritional deficiencies may also result in reactions of psy- 
chiatric import. A common instance of this is the vitamin deficiency dis- 
ease known as pellagra. In advanced cases one may note serious depressions, 
delirious behavior, or even stupor. Furthermore, as is well known, toxic con- 
ditions resulting from impaired kidney functioning may also result in seri- 
ous disturbances of consciousness including not only convulsions, but also 
delusions, hallucinations, and emotional disturbances, To deal with such 
abnormalities presented by a patient suffering from uremia, it should be 
clear by this time, calls for attention to the metabolic disorder rather than 
for an investigation of his phenomenal fields. 


PSYCHOSES DUE TO NEW GROWTH AND TO UNKNOWN OR 
HEREDITARY CAUSES 


The last two groups of structural disorders might well be considered 
together in this hasty survey, even though they are listed separately in offi- 
cial classifications of psychiatric disorders, A study of their minute symp- 
tomatology is important for the neurologist, but not for the psychologist. 
Very superficial knowledge of the general nature of these psychotic reac- 
tions suffices for the clinical psychologist, since under no circumstances 
ought he to assume responsibility for diagnosis of these groups of patients. 
If he is on a hospital staff, he will be expected to refer such patients to the 
neurologist for diagnostic study. However, unless he is at least superficially 
familiar with the conditions, he may not know enough to recognize them 
as not falling within the scope of his professional competence. This applies 
with especial force to the early stages of the disorders, when the patients’ 
complaints may be misinterpreted as neurotic symptoms. 

Brain Tumor. Cancer may develop in the brain just as it may develop 
in other parts of the body. The expression “ psychoses due to new growth " 
is a reference to cancer of the brain, or brain tumor. The symptoms vary 
depending on the location, size, and shape of the tumor. Usually, because 

-of increasing pressure within the brain as the tumor grows in size, the 
patient will complain of severe headache. Visual disturbances are frequent. 
Forceful or projectile yomiting is another common symptom. In fact, these 
three symptoms of headache, double vision, and projectile vomiting occur- 
ring together would justify immediate further search for evidence of brain 
tumor. Sometimes the beginning of a tumorous growth is not ushered in 
so dramatically. The patient may complain of little more than the constant 


presence of an odor which others around him fail to detect. This would 
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constitute an olfactory hallucination and, under the circumstances, be 
indicative of neuropathic involvement of the olfactory area. ‘To regard it 
as the expression of some mental conflict calling for psychological probing 
would be a serious blunder. Brain tumor may also cause disorders of cutane- 
ous sensitivity, auditory disturbances, perceptual disorders, abnormalities 
of motor control, and other mental symptoms which the alert psychiatrist 
and clinical psychologist will recognize as requiring neurological appraisal 
rather than speculation about psychodynamic factors. 

The extent to which psychotic reactions are associated with tumor of 
the brain may be gauged from the fact that for mental hospitals all over 
the country 0.2 percent of the cases are diagnosed as “ psychoses with 
brain tumor.” Just ahead of this listing in official statistics there is usually 
a reference to “ psychoses with Huntington’s chorea,” and this too has an 
incidence of about o.2 per cent. Since this condition serves as an excellent 
example of a psychotic condition due to hereditary causes, we shall consider 
it at this point. 

Huntington's Chorea. Chorea is popularly known as St. Vitus’ dance. 
The notion of dancing is derived from the persistent, jerky activity of arms 
and legs. This activity is the outward manifestation of the underlying 
neural pathology. There may also be an hysterical chorea devoid of such 
pathology. In fact, there are many clinical varieties of chorea discussed in 
textbooks of neurology. Most of these may be disregarded in a book such 
as this. 

"There are two kinds, however, which merit at least brief consideration. 
"These are known as Sydenham's chorea and as Huntington's chorea, respec- 
tively. They differ both in etiology and in seriousness of outcome. Syden- 
ham's chorea is of infectious origin and ordinarily runs an uncomplicated 
course following recovery from the infectious process. Sometimes this un- 
complicated outcome is reflected by references to it as simple or minor 
chorea. It is not at all uncommon among children, and girls are seemingly 
more readily affected than boys. In contrast to this condition Huntington’s 
chorea, also known as chronic chorea, although of hereditary origin, does 
not manifest its symptoms until adult years, and affects both sexes equally. 
It is a progressive condition marked by deteriorative changes in brain tissue. 
Speech disturbances, difficulty in locomotion, twitching of various muscle 
groups, and gradual impairment of intellectual functions amounting to 
dementia sum up the general clinical picture. 

There are several other neuropathological conditions known to be of 
hereditary origin or whose etiology is not yet worked out, but there is no 
need to catalogue them here. The ones mentioned suffice to present the 
essential aspects of this phase of psychotic behavior. 
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DIAGNOSTIC RELIABILITY 


By this time some six chapters have been devoted to a discussion of 
types of mental abnormality. In the process, the entire gamut of psycho- 
pathological concepts has been introduced. This included reference to 
feeblemindedness, constitutional psychopathic inferiority, neuroses, func- 
tional psychoses, and organic psychoses. Of course these major categories 
were subdivided into numerous sub-categories, but these may be disregarded 
for the time being. What is of more immediate importance is the question 
of the adequacy and accuracy of this whole conceptual scheme. Does such 
a scheme do justice to the clinical facts to which it is applied or from which 
it has been derived? The wording of this last question suggests a central 
difficulty which we ought to face: the relationship between a diagnostic con- 
cept and the symptoms observed. 

Personality Types and Diagnostic Labels. This issue is not unique to 
psychiatric diagnosis; it also obtrudes itself in general personality theory 
whenever the question of personality types is being discussed. Personality 
types can be viewed as the equivalent of diagnostic categories. At all events, 
in everyday life personality diagnosis by type classification is a common oc- 
currence. To hear that a certain woman is a “typical schoolteacher” is 
enough to induce some listeners to think of the woman as rigid, prim, 
fussy, proper, grimly serious, uncompromising, and possibly humorless. 
Similarly, people talk about “typical Swedes,” or “ typical Frenchmen,” 
or “typical Germans.” In these and other kinds of typology a certain 
cluster of traits is supposed to characterize each type category. Such a cluster 
is analogous to the notion of a syndrome in medical and psychiatric diag- 
nosis, just as the trait corresponds to the notion of a symptom. 

Can the typological approach to personality appraisal be employed in 
valid and dependable fashion? If one learns that the new neighbor is a 
schoolteacher, is it safe to infer that she will exhibit the characteristics of 
the previously mentioned “ typical schoolteacher”? What kind of behavior 
can one be altogether sure to observe in a person known to be a Swede, 
a Frenchman, or a German? Or what is inevitably characteristic of the 
personality make-up of a gangster, a college professor, a Catholic, a Jew, 
a traffic cop, a professional boxer, or a surgeon? 

Each of the foregoing words is often used as a class or type designation. 
When it is so used the word conjures up a picture of physical characteristics, 
attitudes, standards, and behavioral trends distinctively different in each 
case. Such pictures constitute the personality types or social stereotypes 


discussed by social psychologists. 
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The artificial and misleading nature of such stereotypes has been ex- 
posed so often that there is no need to elaborate upon the subject. It is 
more germane to our present concern to ask whether the description of 
abnormal personalities in terms of diagnostic labels may not involve kin- 
dred weaknesses. 

One hazard of popular typology is the likelihood of attributing to an 
individual the characteristics of the personality type ascribed to him with- 
out checking to note the precise ways in which he might deviate from the 
type characteristics. In this way the typologist reads traits into his subject 
instead of making firsthand observations. It suffices for him to classify a 
person as a banker to “know” that this particular banker opposes labor 
unions, supports some religious institution, is conservative in politics, and 
worships profits. 

What he “ knows” about the banker is more a function of his banker 
stereotype than direct evidence supplied by specific acts of behavior. He 
may be said to be projecting these attitudes because he expects them to be 
a banker’s attitudes. Occasionally, upon closer personal acquaintance with 
the banker, he may find the man to be a reader of “ radical " economic and 
political literature and deviating from “ the banker type” in other respects. 
When this happens, the banker is classified as an exception and the integ- 
rity of the stereotype is thus kept inviolate. 

Type psychology, it can now be seen, fails to provide for adequate con- 
sideration of individual differences and makes for a superficial, distorted 
mode of personality appraisal. It may even be said that in place of ap- 
praisal it tends to make for automatic attribution or projection. As Allport 
pointed out in discussing the relationship between personality types and 
trait theory, man possesses traits but fits a type. In employing type theory, 
in other words, there is danger of taking a good fit for granted unless a 
special effort is made to search for discrepancies between observed traits 
and projected type attributes. 

William James once wrote in a famous passage: “ The great snare of 
the psychologist is the confusion of his own standpoint with that of the 
mental fact about which he is making his report." *° For James this was 
the “ psychologist's fallacy” par excellence. The uncritical use of a type 
psychology ?* for purposes of diagnosing personality can now be seen as a 
variant of this fallacy. The typologist is apt to “confuse his own stand- 


» James, W., The Principles of Psychology, Vol. I. New York, Henry Holt, 1890, 
P. 196. 

21 The possibility of developing a type psychology measuring up to critical stand- 
ards of personality theorists is not to be denied on a priori grounds. For a stimulating 
discussion of this possibility see Chein, I., “ Personality and typology,” J. soc. Psychol., 
1943, 18, 89-109. 
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point” concerning the attributes of the type of personality being consid- 
ered with the facts about the individual personality for which he ought to 
be searching. 

Are these criticisms of personality diagnosis also applicable to psychi- 
atric diagnoses? After all, a diagnostic category, psychologically considered, 
serves the same purpose as a personality type. Patients are pigeonholed in 
terms of diagnostic categories “ recognized” by a given psychiatric staff. 

As psychiatric fashions change, the diagnoses change. At the turn of 
the century neurasthenia was very common, but it is seemingly much less 
common today, Although paraphrenia was employed as a diagnostic cate- 
gory by many nineteenth century psychiatrists, few, if any, American psy- 
chiatrists use it today. Without going into details, it is sufficient to point 
out that paraphrenia at one time came to refer to a symptom-complex 
somewhat different from any included in present nosological schemes. 

At one time, some generations ago, there were neurasthenic and para- 
phrenic personalities, but now there are psychiatrists who never “see” 
such personalities. Does this mean that these “ personality types " never 
existed? Or does it mean that they were unique to their times as a result 
of no longer existing environmental stresses? A third possibility is that the 
syndromes in question have been brought under different diagnostic cate- 
gories and are now perceived as something different because of changed 
diagnostic tags. 

Issues like these are not to be disposed of very readily. The chief reason 
for raising them at this point is to emphasize the importance of the rela- 
tionship between diagnostic categories and the clinical facts to which they 
refer, As these categories are altered it may involve a greater change in the 
diagnosing observer than in the clinical data to be observed. Under the 
circumstances, there is danger of being a victim of the variant of the “ psy- 
chologist's fallacy” previously mentioned. This will happen if the diag- 
nostician fails to be on guard against the tendency to attribute to the 
patient what the category calls for, instead of noting what is exhibited by 
the patient. 

In many psychiatric classifications provision is made for “ mixed ” types 
just because careful observers found it impossible to square their clinical 
observations with textbook accounts of particular syndromes. In some re- 
spects even the introduction of a category like “ mixed type" has failed 
to take care of the “exceptions” in psychiatric diagnosis. Some psychotic 
cases cannot be classified and come to be listed either as “ undiagnosed 
psychosis” or “ unknown psychosis." Or it sometimes happens that agree- 
ment is reached regarding the major category, such as schizophrenia, but 
that the precise pattern of symptoms renders it impossible to classify the 
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case as belonging to a particular reaction type such as catatonic or hebe- 
phrenic. A special sub-classification will then be introduced, and the case 
may be disposed of by calling it “ schizophrenia, unclassified type.” 

In general, this means that as yet no perfect or completely satisfactory 
diagnostic scheme has been worked out. However, considering the chaos 
that must have prevailed at the dawn of psychiatric history, the admittedly 
imperfect diagnostic classifications available today represent incalculable 
amounts of progress. At least the semblance of useful order has replaced 
the initial chaos. Without the conceptual framework supplied by a system 
of classification the student of abnormal behavior would find himself hope- 
lessly confused. 

It is desirable to call attention to this, so that the present discussion of 
the shortcomings and possible misuse of existing diagnostic categories will 
not be misconstrued as an indictment of all diagnostic effort, or as implying 
that the founding fathers of psychiatric nosologies, men like Griesinger 
and Kraepelin, have labored in vain. 

Can Psychiatrists Agree? Newspaper accounts of murder trials in which 
an insanity plea has been introduced have sometimes given the general 
public the impression that psychiatric judgment may be more influenced 
by partisan loyalty than by impersonal evaluation of clinical data. ‘Those 
holding such a view can point to an occasional notorious trial in which 
three psychiatrists testifying for the prosecution deem the defendant to be 
sane, while three equally eminent psychiatrists retained by the defense are 
firm in holding an opposite opinion. 

It is by no means unusual for psychiatrists retained by opposing sides 
to reach a common verdict regarding a prisoner’s sanity. When this hap- 
pens, depending upon the nature of the agreement, either the defense at- 
torney refuses to enter an insanity plea or the district attorney does not 
oppose such a plea. Only the doubtful cases come to involve the clash of 
expert opinion popularly associated with sanity hearings. Nor is the clash 
of opinion in these doubtful cases necessarily limited to the question of 
the defendant’s psychotic status. There may be agreement on this ques- 
tion, but disagreement with respect to the most accurate diagnosis. For 
reasons which will soon be brought out such clashes of expert opinion are 
to be regarded as honest differences of opinion. There is little justification 
for the cynical view derived from a few widely publicized trials that ve- 
nality of the experts accounts for the absence of agreement. 

Even when there is no question of a professional fee, there are often 
so many variables to consider in reaching a psychiatric diagnosis that com- 
plete unanimity of expert opinion is hardly to be expected. Diagnosis, es- 
pecially of functional disorders, calls for evaluation of evidence and the 
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exercise of judgment in a manner comparable to the psychological tasks 
confronting “ experts” called upon to appraise personalities, judge the ex- 
cellence of plays, or even grade examination papers. Discussion of the 
latter task will serve as an excellent means of clarifying the meaning of this 
comparison. 

Every student of educational psychology learns of the famous investiga- 
tions of Starch and Elliott, which revealed the extent to which experi- 
enced teachers fail to agree when called upon to judge the quality of a 
student’s work. In these investigations mimeographed copies of a single 
examination in each of three high school subjects were handed to teachers 
of these subjects, with the request to grade them in accordance with their 
usual procedure. In view of the tremendous importance pupils and parents 
attach to grades the results were startling. One history paper graded by 
70 history teachers received marks ranging from 43 to go. Similarly, there 
was a range of from 68 to 98 on an English paper graded by 142 English 
teachers. Even so “ objective” a subject as geometry failed to produce 
more manifest agreement. A geometry paper graded by 114 teachers of 
mathematics received marks of from 28 to 92. Since these were final ex- 
aminations, it is clear that one “ expert's ” failures would be another's suc- 
cesses. Shifting to the problem of psychiatric verdicts it should be clear 
that, like educational experts, psychiatrists may differ from one another 
when called upon to decide how a given patient is to be “ marked " on his 
psychiatric examination. 

Some Experimental Evidence. Within certain limits this problem was 
recently investigated by Ash.* He had three psychiatrists participate in the 
examination of 52 patients. In 35 instances all three medical men partici- 
pated, while in the other 17 only two took part. During the psychiatric in- 
terview the psychiatrists were able to observe the patient as each of them 
put whatever questions he deemed appropriate. In other words, the ex- 
aminations were conducted jointly, but the fimal diagnostic verdict was 
reached and recorded by each man working independently. 

The system of diagnostic classification employed at the clinic where 
Ash conducted this investigation provided for recognition of five broad 
categories and numerous sub-categories. The broad categories included 
mental deficiency, psychosis, neurosis, psychopathic personality, and a spe- 
cial use of the concept of “ normal,” while the sub-categories included a 
wide range of specific diagnoses like paranoid type of schizophrenia, or 
mental deficiency, low-grade moron. 

22 Detailed accounts of these investigations are to be found in Starch, D., Educa- 


tional Psychology. New York, Macmillan, 1924, ch. XXII. J 
23 Ash, P., " The reliability of psychiatric diagnoses,” J. abnorm. soc. Psychol., 


1949, 44, 272-276. 
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With reference to the category of normality the examining psychia- 
trists were required to judge the “ predominant personality characteristics,” 
conveniently abbreviated to PPC, of each patient judged to be neither 
mentally deficient, psychotic, neurotic, nor a psychopathic personality. 
There were 14 such PPC sub-categories to allow for consideration of in- 
dividual differences in personality among people judged to be “ normal” 
from the psychiatric viewpoint. This meant differentiating among the 
“normal” cases in terms of outstanding personality characteristics. 

For the examining psychiatrist this part of his task was akin to what 
was mentioned on an earlier page when the general problem of the de- 
pendability of everyday personality appraisals was being discussed. In the 
present investigation, for example, the psychiatrists had to decide whether 
a given person judged to be psychiatrically “ normal” was predominantly 
an aggressive person, a maladjusted adolescent, a suggestible type, egocen- 
tric and selfish, an unethical type, or classifiable as a balanced personality. 
The various levels of mental deficiency, the sub-categories of psychotic and 
neurotic disorders, 9 specific types of psychopathic personality, and these 
14 PPC sub-categories provided the examiner with a diagnostic scheme 
allowing for about 60 specific diagnoses. 

How well did these psychiatrists agree in their diagnostic judgments? 
A convenient way to answer this question is to introduce the following 
tabular summaries provided by Ash: 


TABLE 2 
Distribution of Cases by Categories for Each Psychiatrist 


Diagnostic Category Dix DrY. Dr.Z Total 
Mental deficiency ne; 1 3 5 
Psychosis. d y o 1 2 3 
Psychopathic personality 2 5 8 15 
Neurosis i 3 j $ eh, 4 5 12 
“Normal ” ! : k A 248 30 31 104 

PPC: Balanced . : : «1410 E 6 18 
PPC: All others . , A ES 28 25 86 
Total A ? : > z «49 41 49 139 


It is obvious from the foregoing table that agreement was far from 
unanimous. Dr. X, for instance, in some respects seems to have been less 
ready than the other two to perceive evidence of psychopathy. At all events 
he reported no patient as psychotic, found only one-quarter as many psy- 
chopathic personalities as Dr. Z, and five times as many balanced person- 
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alities as Dr. Y. But this is a rather crude way of estimating the amount of 
agreement. A somewhat more revealing and direct estimate is provided by 
Table 3. j 
TABLE 3 
Showing Amounts of Diagnostic Agreement for 35 Cases 


Three 
Kind of Agreement Psychiatrists Two of Three None 
Agree Agree Agree 
By Specific Diagnostic 
Sub-category 
No. of cases . E j : ev 17 11 
Percentage . : j i . 20.0 48.6 314 
By Major Diagnostic 
Category 
No. of cases . 1 i j v1/a6 18 
Percentage . À 3 5 ar 45-7. 51.4 2.9 


The above table shows complete agreement on the part of the three 
examining psychiatrists in one-fifth of the cases, meaning agreement with 
respect to the sub-category, and not merely the general category. The lat- 
ter kind of agreement was obtained in slightly less than one-half of the 
cases by the three examiners. 'To make sure these distinctions are under- 
stood it will be well to introduce an example or two. A specific diagnosis 
like “normal,” egocentric, and selfish type would exemplify the kind of 
completeness of agreement which characterized only twenty percent of the 
cases in this study. However, all three psychiatrists might have designated 
a given patient as “ normal,” and yet differed among themselves with ref- 
erence to the patient’s “ predominant personality characteristic” (PPC). 
This would illustrate general but not specific agreement. 

Although there have not been very many studies of this kind, the few 
that have been published ** present results in line with the general im- 
pression of diagnostic unreliability produced by the data just introduced. 
Just what such unreliability implies for the welfare of psychiatric patients 
and the work of the clinical psychologist, as well as the work of the psy- 
chiatrists themselves, must now be considered. 

Implications of Diagnostic Disagreement. In discussing his findings 
Ash ?* reports that “ for one-third of the cases in which three psychiatrists 
participated, one found the client to have a serious personality or mental 


24 A list of these is to be found at the end of the article by Ash. 
25 [bid., p. 275. 
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disorder or deficiency, . . . while the other two psychiatrists found the 
individual to be in the ‘normal’ range with perhaps some qualification 
with respect to a * predominant personality characteristic’.” At first sight 
this sort of result scems fraught with serious consequences, especially if 
the “ serious ” diagnosis were to involve commitment proceedings. Never- 
theless, there are legal safeguards, since the statutes call for the supporting 
affidavits of at least two experts. In addition, even if commitment were to 
take place, there would be further study of the patient by the staff of the 
institution to which he is sent. Such additional study provides an oppor- 
tunity to rectify earlier diagnostic errors. 

Incidentally, the difficulties of reaching valid diagnostic conclusions 
after brief examination of psychiatric patients have long been known. It is 
by no means unusual for the staff of a psychopathic hospital to “ observe” 
a patient for from one to three months before rendering a decision regard- 
ing his mental status. In view of this need for long-range observation for 
many kinds of psychiatric evaluation the record made by Ash’s examiners 
on the basis of a single interview may not be such a poor one. 

The performance in question looks even more creditable when exam- 
ined from the viewpoint of probability theory. Reference to Table 2 shows 
all three psychiatrists reaching the same specific diagnosis in 7 out of 35 
cases. On a percentage basis this amounts to failure in four-fifths of the 
cases, or twenty-percent success. But this way of putting it fails to do the 
examiners justice. Actually, it will be recalled, there were 60 possible sub- 
categories in the system of classification used at the clinic. By chance 
alone each examiner could have stumbled on the “ right” diagnosis in the 
ratio of 1:60. 

A more effective way of approaching the probability issues involved is 
to think of the problem in terms of drawing the “ right " card from a well- 
shuffled deck of 60 cards. The results reported by Ash would be dupli- 
cated if three men, each of whom were handed a deck of 60 cards with the 
request to draw one at random, were to come up with the same card. To 
duplicate, the results precisely they would have to come up with the same 
card 7 times in 35 draws. 

In terms of this comparison the record of Ash’s three psychiatrists in 
reaching complete agreement in twenty percent of the cases is so far be- 
yond chance expectancy as to be an amazing success rather than a shocking 
failure. It is shocking only on the assumption that effective treatment 
hinges on accuracy of diagnosis. This assumption is doubtless more tenable 
in the handling of structural than functional disorders. Failure to diagnose 
a case of pellagra, for example, is fraught with far more serious conse- 
quences for the patient's recovery than failure to make a correct differen- 
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tial diagnosis between catatonic schizophrenia and what some would call 
schizo-affective psychosis. 

The concept of distinct diagnostic categories is thus very likely more 
meaningful in relation to the structural disorders than the functional ones. 
As has been repeatedly brought out on previous pages, to a very large ex- 
tent so-called “ functional” disorders are products of conflicts involving 
the insecurity syndrome. Over and over again such conflicts were seen to 
be derivatives of the individual’s quest for affection and admiration, and 
all that comes to influence the self-regarding sentiment. In this sense the 
functional disturbances were seen to involve interpersonal difficulties, the 
understanding of which called for more of a social science orientation than 
the physico-chemical approach of traditional medicine. It is in this sense 
also that the functional disorders were seen to be more psychological than 
the organic ones. 

Just because they are more psychological, efforts to order them into a 
neat diagnostic system may, as was anticipated at the beginning of this 
section, be viewed as efforts to deal with personality disorders in terms of 
a type psychology. Considering the repeated failures to work out a valid 
and reliable kind of typology for the appraisal of personality differences 
among “normal” people, it is easy to see why equivalent techniques of 
appraisal are not more successful when applied to “abnormal” people. 
To label a person as a “ compulsive,” or “ hysteric,” or “ schizophrenic” is 
not to understand him and his problems any more than such understand- 
ing is promoted by pigeonholing him in terms of some “normal” cate- 
gory as a “ typical” farmer, Bostonian, teacher, preacher, scientist, soldier, 
etc. Some would argue that such pigeonholing actually militates against 
real understanding by obscuring unique phases of personal problems. 

The individual as a person, and not a type or a diagnostic category, 
must be the focus of study, if one is to do justice to such uniqueness. In 
discussing psychodiagnosis as a science Rosenzweig * makes this very 
point by contending that “ if one is to learn about the individual it seems 
probable that one will need to begin with him in all his inner intricacies 
as the unit of observation and conceptualization. . . .” The same point 
can be detected in the belief of those contemporary psychological coun- 
selors who maintain that psychotherapy may proceed independently of 
diagnostic pigeonholing." Of course, such suggestions are intended to 
apply to the functional disorders in particular. However, this is not the 


26 Rosenzweig, S., Psychodiagnosis. New York, Grune & Stratton, 1949, p. 370. 
27 A provocative defense of this belief is to be found in the following article: Pat- 
terson, C. H., ^ Is psychotherapy dependent upon diagnosis? ” Amer. Psychologist, 1948, 


3, 155-159. 
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place to pursue the matter. It will be more appropriate to do so in connec- 
tion with problems of psychotherapy to be considered in the last chapters. 

Concluding Comments. The more important concepts, syndromes, and 
theories pertaining to psychopathology have now been presented. A multi- 
plicity of factors were introduced in the course of this presentation as the 
discussion shifted from mental deficiency to the neuroses, and then to the 
functional and structural psychoses. Many of these factors called for rather 
detailed consideration of various psychological issues, some of which en- 
tailed digressing from the central task of clarifying the nature of the sep- 
arate disorders listed in modern systems of psychiatric classification. Asa 
result, the student may have difficulty perceiving the essentials of the or- 
ganization implicit in the latter kind of system. As a general review of these 
essentials, as well as for the purpose of facilitating perception of their sys- 
tematic interrelations, the next chapter will be devoted to a highly con- 
densed summary of psychopathology. 


16. A Review Outline of 
Psychopathology 


Iw THE PREVIOUS CHAPTERS the groundwork was laid for the consideration 
of those features of human behavior which are of special importance for 
the psychopathologist. The present chapter will be devoted to an account 
of the way in which these features come to a focus in the professional 
work of psychiatrists, clinical psychologists, psychiatric social workers, clini- 
cal neurologists, and members of other specialties concerned with malad- 
justed personalities. More specifically, this chapter will present an outline 
of the subject of abnormal psychology from the viewpoint of the psycho- 
pathologist interested in establishing a correct diagnosis. 

Diagnosing personality disorders is difficult for several reasons. In the 
first place, the descriptive terminology is not yet altogether agreed upon 
by all of the experts, and modifications are proposed from time to time. 
In the second place, the precise etiology of some of the disorders has not 
yet been established. A third reason emerges from the fact that many pa- 
tients reveal confusing clinical pictures, to which no single diagnostic cate- 
gory is applicable. However, despite these difficulties it is possible to de- 
scribe the chief forms of mental disturbance in such a way as to make it 
possible for the student to recognize a given condition even under a 
slightly different diagnostic label. In other words, so far as the broad out- 
lines of the subject of psychiatric diagnosis are concerned, there is sub- 
stantial agreement. The disagreements are more likely to show up in 
connection with more subtle refinements of diagnosis, with questions of 
etiology, and with questions of the value of particular modes of proposed 
therapy. Fortunately, in a book on abnormal psychology many of the con- 
troversial psychiatric issues may be glossed over. 
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PRELIMINARY REVIEW 


By way of preliminary orientation, some of the concepts particularly 
applicable to problems of diagnosis already mentioned in earlier chapters 
might well be taken up again in the present context. It will be recalled, for 
example, that an isolated sign of disease taken by itself is called a symp- 
tom, and that the sum total of symptoms characteristic of a given disease 
entity is termed a syndrome. The study of the syndromes of mental dis- 
eases, it will also be recalled, has been complicated by the fact that not 
all of them can be described in terms of the concept of tissue pathology. 
This absence of demonstrable damage to the organism viewed as a physico- 
chemical machine has led to the introduction of the concept of a func- 
tional disturbance. These disturbances are sometimes referred to as psycho- 
genic, in contrast to those disturbances attributable to somatogenic or 
physiogenic factors. Abnormal behavior due to protracted worry, anxiety, 
or some other disturbance of emotional security would thus be classified as 
psychogenic, while abnormal behavior resulting from syphilis of the nerv- 
ous system, or cerebral hemorrhage, or poisoning, or brain trauma would 
be listed as somatogenic. For obvious reasons, psychogenic disorders are 
decidedly more closely related to the field of abnormal psychology than 
the somatogenic ones. 

Neuroses and Psychoses. The student should also recall that in addi- 
tion to the distinction between functional and organic disorders, clinical 
experience has also revealed a need to differentiate minor mental disorders 
from major ones. Minor disorders are called neuroses or psychoneuroses, 
while the major ones are called psychoses. Incidentally, it probably is un- 
wise to try to maintain a distinction in meaning between the terms neu- 
rosis and psychoneurosis. At one time the former word was used to refer 
to those minor mental troubles which the diagnostician regarded as ex 
pressions of something being amiss with the patient's ^ nerves,” while he 
reserved the psychoneurotic label for cases of similar troubles viewed as 
products of emotional difficulties or personality disturbances. However, in 
actual practice this distinction could not be maintained, so that in the 
course of years the terms neurosis and psychoneurosis have come to be 
used interchangeably. As a consequence, very few contemporary special- 
ists bother to differentiate between them. i 

Reverting to the matter of the distinction between major and minor 
mental disorders having to do with the concepts of psychosis and neurosis, 
respectively, it will be helpful to review the meaning of each of these con- 
cepts. In general, the term psychotic refers to patients who are so out of 
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touch with the world and their responsibilities to it that they may be a 
menace to themselves or others. Patients who are unaware of the abnor- 
mality of their ideas and impulses are said to lack insight. Presence or ab- 
sence of insight in this meaning of the term is a decisive differentiating 
factor. Its presence is a hopeful sign, and is usually suggestive of improve- 
ment in the case of a psychotic patient. All neurotic patients possess in- 
sight to the extent of being cognizant of something being wrong with 
them, and also to the extent of being in sufficient contact with the world 
of reality as to be able to conform to ordinary ethico-social standards. In 
the light of what has already been said about the M’Naghten Rules it 
should thus be clear that neurotic patients are not insane, while psychotic 
patients are. 

Reactive Symptoms. In sizing up the nature of mental symptoms it is 
well to keep certain broad issues in mind, especially when dealing with 
functional mental disorders. Some symptoms are products of acute outer 
stress. The mental symptoms of soldiers who have been exposed to the 
hazards of combat — so-called “combat exhaustion” — exemplify this. 
Similarly, the temporary disorganization exhibited by some people upon 
the receipt of shocking news is another illustration. In examples of this 
kind the mental symptoms are reactions to situations of more or less catas- 
trophic import. Hence they may be called reactive symptoms. 

The significance of this concept can be brought out by noting its bear- 
ing on some psychotic manifestations. As will be explained in a later sec- 
tion, one major disorder, manic-depressive psychosis, is characterized, 
among other things, by periods of marked despondency. Should every 
manifestation of despondency or depression be regarded as a sign of this 
psychosis? Obviously not. If the depression is a reaction to serious mis- 
fortune or personal disaster, the diagnostician speaks of a reactive depres- 
sion. In some instances he may use a phrase like situational maladjust- 


1 Not all diagnosticians would endorse this statement. Some of them object to the 
concept of a reactive depression on the ground that every depression has to bea reaction 
to something. For example, in a recent volume Cameron writes: s The term reactive 
depression is meaningless, since all depressions are reactive to something. ' (Cameron, N., 
The Psychology of Behavior Disorders. Boston, Houghton Mifflin, 1947, p. 499-) He 
contends that careful study of every case of depression will reveal factors in the patient's 
life history to which he is responding in depressive fashion. E 

On the other hand, there are clinicians who stress the role of constitutional factors 
in the etiology of depressive reactions, and regard such factors as active instigators of 
despondency. In accordance with this view the resulting depression would not neces- 
sarily be a reaction to some recognizable shift in outward fortune. At best such a shift, 
when it does occur in these “ constitutional ” cases, would be regarded as an accessory 
rather than a fundamental cause of the resulting depression, especially if the emotional 
reaction should prove to be too intense or too protracted. That contemporary writers 
continue to accept the concept of hereditary or constitutional proneness to depression 
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ment, to bring out the fact that the disorder is a function of a troublesome 
external situation. A simple example of such maladjustment would be the 
disrupted morale of a woman married to a brutal husband whom she is 
unable to divorce because of her religious convictions, and possibly also 
because of her fear of what divorce might do to the security of her 
children. 

Neurotic Conflict. The foregoing example will serve to revive another 
key concept mentioned earlier and of especial importance for understand- 
ing functional mental disturbances. This is the concept of mental conflict. 
In the present instance the woman experiences contradictory impulses — 
to dissolve her marriage, and yet not wanting to do so. Love for her chil- 
dren and loyalty to her church prompt one course, and the brutality of her 
husband prompts another. Intelligent, straightforward disposition of her 
problem is blocked by antagonistic or antithetic impulses. The existence 
of such incompatible impulses or desires is the essence of the concept of 
mental or neurotic conflict. This concept plays a central role in all con- 
temporary theories of neurotic difficulty. 

In addition to actual situational stress and the concept of conflict, the 
diagnostician also takes the patient's developmental history into account. 
As a diagnostician he is trying to determine what kind of person is secking 
his professional counsel. He asks himself implicitly whether this patient 
had a happy childhood, whether he got on well or quarreled a great deal 
with parents or siblings, whether he was a rejected or an unloved child, 
whether he was subjected to parental overindulgence or overstrict disci- 
pline, whether he may have been the victim of terrorarousing experiences 
— in brief, whether the general drift of his early life was such as to estab- 
lish a setting of inner confidence and security, or one of self-distrust and 
latent anxiety. All these factors have a bearing on the question of a neu- 
rotic personality make-up. 

How a person disposes of his conflict situations is thus indicative of his 
proneness to neurotic disorder. And once again it should be noted that by 


as a tenable one is not hard to demonstrate. Machover, for instance, refers to “an he- 
reditary disposition specific to manic-depressive psychosis.” (Machover, S., “ Manic- 
Depressive Psychosis,” in Case Histories in Clinical and Abnormal Psychology (A. Bur- 
ton and R. E. Harris, eds.). New York, Harper, 1947, P- 141.) Furthermore, to cite an 
additional example, Gardner Murphy, in discussing the bearing of hereditary factors on 
personality development, mentions the earlier genetic study carried out by Barbara Burks, 
in connection with which he writes: “ The incidence of the manic-depressive psychosis, 
she suspected, may in some families be linked with identifiable idiosyncrasies of the 
teeth.” In other words, Murphy seemingly would not regard the notion of a reactive 
depression as “ meaningless” to the extent that such a notion serves to differentiate 
constitutionally determined depressions. (Murphy, G., Personality. New York, Harper, 


1947; P- 59-) 
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conflict situations psychopathologists do not refer to any problem of choice 
or decision, such as whether to take French or Spanish, or whether to 
spend the summer at the seashore or in the mountains. Everybody has to 
deal with issues of this kind, and they are of negligible consequence for 
mental health. The conflicts which are consequential are those which 
threaten the welfare of the personality. This applies especially to those 
involving pulls and counter-pulls of approximately equal strength, so that 
decision-making is apt to be deadlocked. 

Another point to bear in mind is that neurotic conflict is especially 
likely to center around other personalities. To a very large extent neuroses 
involve difficulties in interpersonal relationships: conflicts between parent 
and child, husband and wife, employer and employee, or friend and friend. 
Disposition of such personality clashes is often hard because of the exist- 
ence of what are technically called ambivalent attitudes. This is a designa- 
tion for the emotionalized phases of the antithetic desires or impulses 
aroused by the conflict situation. To be attracted and repelled by the same 
person is to experience ambivalence with respect to him. A child who loves 
his father because of his amiable indulgence in showering gifts upon the 
family, but who loathes the father’s religious bigotry, might be said to ex- 
perience ambivalent feelings. The youngster's reactions to his father are 
apt to be blocked by the clash between these rival attitudes. Over and over 
again in dealing with neurotic persons one comes across such ambivalent 
attitudes toward people and institutions in the daily life of the patients. 
Thus it should be clear why the diagnostician tends to be on the lookout 
for such ambivalent attitudes as he listens to a patient's account of his 
adjustment difficulties. 

Classifying Mental Disorders. As we have seen, two of the chief sources 
of confusion for the student of psychopathology are the varying terminol- 
ogy and the changing systems of classification of mental disorders to be 
found in the literature. Some systems stress etiology, some symptomatol- 
ogy, and some a fusion of the two. The system employed in the majority 
of American psychiatric institutions stresses etiology, and most official re- 
ports dealing with the statistics of mental disease are based on this system. 
A more detailed consideration of this system can be found on page 309. 
For purposes of orientation it will prove more advantageous to introduce 
a rather recent classification of psychiatric disorders emerging from the 
vast array of cases confronting the military psychiatrists during World 
War Two.* Leading military and civilian psychiatrists were consulted in 

2 Cf. Bitterman, M. E., “ Behavior disorders as a function of the relative strength 


of antagonistic response-tendencies,” Psychol. Rev. 1, 1944, 51, 357-378. ; 
3 United States Army Technical Medical Bulletin No. 203, Washington, D.C, 


United States Government Printing Office, October 19, 1945, Sec. 18. The classifica 
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the preparation of this classification for the purpose of working out a better 
diagnostic vocabulary. It is a more dynamic classification than earlier ones, 
and hence comes closer to current psychological theory. For this reason 
its main features are elaborated in the rest of this chapter, so that some of 
the basic concepts involved in a dynamic psychopathology can be envis- 
aged in a systematic framework. 


TRANSIENT PERSONALITY REACTIONS TO SPECIAL STRESS 


The above general heading serves as a useful reminder of the fact that 
what may strike the casual observer as neurotic or psychotic behavior may 
actually have no alarming implications, once all of the attendant circum- 
stances are taken into consideration. The agitation or panic shown by 
people trapped in a burning building, the frantic behavior of some victims 
of grief or acute worry, and the disrupted morale of the parents of a dying 
child are convenient illustrations of “transient personality reactions” 
which, although abnormal in terms of loss of efficiency and general affec- 
tive well-being, are not abnormal in terms of an underlying psychopathic 
trend. Nervousness or acute worry are not necessarily symptomatic of neu- 
roticism. This is especially true if the emotional upheaval is a ^ normal ” 
reaction to a situation of acute stress. Additional support for a non-psycho- 
pathic interpretation is supplied by the absence of any previous history of 
neurotic or psychotic episodes, and also by the fact that ordinarily the in- 
dividual recovers from or gets over the panic, grief, or disrupted morale 
with the lapse of time and resumption of his normal routine. 

Combat Exhaustion. In the military situation, this kind of personality 
reaction was seen in some soldiers who had been subjected to extreme 
physical and emotional stress and protracted exposure to danger in the 
combat areas. This happened so often that the Army psychiatrists intro- 
duced the concept of combat exhaustion as an emergency diagnosis.* Some 
of these cases were, of course, complicated by hitherto undetected neurotic 
or psychotic factors; but many were free from these, and the victims were 


tion in question has also been reprinted in Ment. Hyg., 1946, 30, 456-476, and J. ment. 
Sci., 1946, 92, 425-441. This classification, it might be added, has already influenced 
contemporary writing in psychiatry and psychopathology, and is apparent in such recent 
volumes as the following: Strecker, E. A., Ebaugh, F. G., and Ewalt, J. R., Practical 
Clinical Psychiatry (6th Ed.). Philadelphia, Blakiston, 1947; Cameron, N., The Psy- 
chology of Behavior Disorders. Boston, Houghton Mifflin, 1947; Coleman, J. C., Ab 
normal Psychology and Modern Life. Chicago, Scott, Foresman, 1950. 

1 For a more detailed account of the symptomatology of combat exhaustion sce 
xrinker, R. R., and Spiegel, J. P., Men Under Stress. Philadelphia, Blakiston, 1945- 
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men of rugged physique and high morale. These latter cases suggest that 
no person is altogether invulnerable to mental breakdown of some sort, 
provided he is exposed to sufficiently acute stress over a long enough pe- 
riod of time. Parenthetically, it might be added that the degree of stress 
the human organism can tolerate without breaking, while not yet defined 
quantitatively, is nevertheless known to be relatively high. To avoid too 
morbid an outlook while studying psychopathology, it is well to remind 
ourselves of the tremendous resiliency of human beings. Not every “ cause " 
of mental breakdown produces its sad “ effect.” 

Acute Situational Maladjustment. Not infrequently people are con- 
fronted with new situations or new responsibilities that cause them to feel 
inadequate, unwanted, or doomed to failure. As a result, feelings of bleak- 
ness and anxiety may engulf them. Some youngsters may feel this way 
upon leaving the sheltered security of home for what, to them, is the be- 
wildering environment of their first day at school. ‘The same may be true 
of a man who is leaving a familiar job in his home town for a new job in 
a strange place. Some soldiers feel this way upon leaving the affectionate 
orbit of the home circle for the far more impersonal and often altogether 
strange setting of a military camp. All these examples serve to bring out 
the common factor of what is ordinarily called homesickness." This is often 
regarded as trivial and of no psychiatric import. Nevertheless it is well to 
note that, in terms of what the victim experiences, it is as if he were sick. 
In acute cases there may be loss of appetite, gastric spasms, circulatory dis- 
orders, insomnia, and other manifestations of emotional turmoil. 

These cases of situational maladjustment are diagnosed by some men- 
tal specialists as cases of simple adult maladjustment. Unless the patient 
reveals a history of marked instability or neurotic disorder, there is no rea- 
son to view the outcome as alarming. Most of them eventually work out 
a satisfactory way of coping with the new situation. However, the period 
of readjustment may be marked by disrupted morale, inability to concen- 
trate on one’s work, absentmindedness due to worry, and other similar 
difficulties which the anxiety-dominated individual is prone to experience. 
Sometimes, in his efforts to alleviate his inner distress, the victim may have 
recourse to excessive drinking. This means that in the appraisal of the prob- 
able cause of a given case of alcoholism the possibility of situational mal- 
adjustment should not be overlooked. 

Before dismissing this topic attention should be called to an important 
and rather frequent manifestation of the adjustment problem under dis- 
cussion. This is the one involving a conflict of cultural patterns. Immi- 


5 For an excellent introduction to the psychology of 
W. H., “ Nostalgia: a review of the literature,” Psychol. Bull., 1941, 


homesickness consult McCann, 
38, 165-182. 
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grants from European countries coming to the United States bring a fa- 
miliar way of life with them. Customs, ethical standards, modes of dress, 
religious practices, and even ways of preparing food are all part of their 
cultural heritage, which differs from that of the American pattern of 
ethico-social behavior. To feel at home in the new country, the immigrant 
often feels impelled to seek out his fellow-countrymen who settled there 
earlier. This is one reason the larger cities have their special areas, known 
variously as Little Russia, or Little Italy, or Chinatown. Being with his 
own people enables the immigrant to keep his own familiar way of life 
going, and thus reduces the distress that would be his if he were forced to 
adopt a new pattern immediately. However, should he be compelled to 
settle in a community where he finds none of his countrymen, then the 
adjustment problem becomes acute for him. An agonizing sense of alonc- 
ness may dominate his being, and the task of reconciling the culture con- 
flict may prove overwhelming. An understanding psychotherapist may be 
able to help such an immigrant weather the storms of sickening despair 
$0 common in these cases. In other words, both these cases of culture con- 
flict as well as other cases of situational maladjustment should not be dis- 
missed too lightly by a casual statement like “ You're just homesick and 
feel strange, but you'll soon get over it." The statement applies to many 
cases, but there are others in which mounting anxiety may reach serious 
proportions, so that some kind of relief must be introduced if the malad- 
justment is to be transient rather than chronic. If it becomes chronic, 
the condition is more serious; for a pattern of neurotic behavior will have 
emerged. A discussion of neurotic syndromes will make clear what this 
implies. 


PSYCHONEUROTIC DISORDERS 


The hallmark of a neurosis is the existence of anxiety.’ Once again it is 
well to note the desirability of differentiating neurotic anxiety from the 
reactive kind. The latter term refers to “ normal " anxiety, or apprehensive- 
ness as a reaction to a situation of stress. For a parent to be anxious about 
the safety of a son on a dangerous submarine mission in a heavily mined 
harbor does not mean that such a parent is neurotic. It may be descrip- 

5 The behavior concomitant with or consequent upon such anxiety may be viewed 
as a disturbance of voluntary control. In this way Fenichel’s definition of neurosis can 
be brought into line with the present exposition; for, according to him, “ the common 
denominator of all neurotic phenomena is an insufficiency of the normal control ap- 
paratus." (Cf. Fenichel, O., The Psychoanalytic Theory of Neurosis. New York, Nor- 
ton, 1945, P- 19). 
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tively accurate to say that such a parent's anxiety is congruent with the 
total situation of danger. In the case of neurotic anxiety, however, there 
is a lack of congruity between the emotional experience and its seeming 
cause. Sometimes there may even be a condition in which the patient ex- 
periences extreme anxiety without being able to specify what he is anxious 
about. In technical language the anxiety is said to be unbound or free 
floating. 

It is important to realize that both free floating and bound anxiety al- 
ways signify disruption of emotional security. This loss of security means 
that the neurotic reacts to his anxiety as a warning of danger. For him it is 
a signal of personal disaster in the offing. The threat may be either inter- 
nal or external. In the former case he is terrified by the implications of 
morbid impulses, like wanting to stab an employer, or to jump off a tall 
building, or to drown his baby. The resulting anxiety may be interpreted 
as a fear of yielding to these impulses. In the case of external threats, the 
neurotic is overwhelmed by fears of what may happen to him or what 
others may do to him. The possibility of having a beloved parent leave 
and not return may constitute such a threat for the child. In fact, the 
threat of losing the love of one on whom we are emotionally dependent 
is calculated to precipitate an anxiety reaction. So is the threat of injury, 
or the loss of prestige, or the loss of a job — in short, anything which is 
taken to imply that one's scheme of values is in jeopardy. 

People react variously to these internal and external threats. The de- 
fense dynamisms discussed in an earlier chapter are brought into play by 
way of controlling the panic occasioned by the threat to the integrity of the 
self. These varied reactions can be grouped into several commonly accepted 
psychoneurotic syndromes, whose differentiating characteristics can best be 
understood by considering each one separately. 

Anxiety Reaction. In this syndrome the patient experiences anxiety of 
the free-floating kind. The person seems to be upset by a devastating fear 
without knowing just what he is afraid of, and consequently is powerless 
to guard himself against the threat. It is like knowing one is in danger 
without having any idea of its nature. This sort of anxiety reaction or 
anxiety state, as it is sometimes called, is characterized by many of the 
physiological concomitants of acute fear. The clinician may note digestive, 
circulatory, and eliminative disturbances, and others of a similar kind. 
Quite obviously, this syndrome is not the same as the one which has al- 
ready been described as a normal emotional reaction to a known and 
genuine threat to one's welfare. Nor should it be confused with the so- 
matization reaction, discussed below, in which the anxiety as such is not 
experienced by the patient, even though the bodily accompaniments of 
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anxiety are clearly manifest either to the patient, or the physician, or to 
both. . 

Dissociative Reaction. When anxiety assumes the proportions of a 
panic it may overwhelm the victim, and result in disorganized behavior. 
He may rush about aimlessly, or “freeze” in a condition of temporary 
immobility. At all events, the loss of control associated with panic sug- 
gests a disruption of those processes by means of which such control is 
ordinarily exercised. At a purely descriptive level, this kind of disruption 
may be called a dissociative reaction. As a concept, dissociation has been 
invoked by many generations of psychologists to account for functional dis- 
orders in general,’ especially in the case of many hysterical conditions; for, 
as is well known, the hysteric patient exhibits not merely the loss of emo- 
tional control associated with the popular use of the adjective “ hysterical,” 
but also many less dramatic symptoms associated with loss of control over 
his perceptions, sensations, muscles, and memory functions. In fact, the 
dissociative reaction was anticipated to a certain extent in our earlier dis- 
cussion of amnesia. 

In the present context it should be pointed out that pathological for- 
getfulness may be so extreme as to result in difficulty in recalling one's 
identity. This may take various forms. In what is called depersonalization, 
the patient complains that his body feels alien. The patient seems to be 
amnesic for those somatic clues which give the normal person a feeling 
of familiarity for the stream of organic sensations resident within his 
own body. What is popularly known as split personality, the Dr. Jekyll- 
Mr. Hyde kind of reaction, is another manifestation of the dissociative re- 
action. Viewed descriptively, it may be regarded as the product of two 
fairly well-organized systems of rather divergent behavior tendencies in- 
capable of fusion, so that, depending upon which one chances to be domi- 
nant, the other is held in abeyance until eventually it, too, comes to pre- 
vail for a time. In this review outline it is enough to note the dissociation 
or split implied by this approach to the problem. Incidentally, sleep- 
walking or somnabulism may also be regarded as a dissociated reaction, 
since walking occurs independently of the active intention of the sleeper. 
To the extent that he is unaware of what is taking place, the dissociation 
between intention and execution is quite manifest. In other words, these 
dissociative reactions are unconscious in their inception and automatic in 
their execution. 

Upon reflection it will be noted that the concept of dissociation is also 
applicable both to those few neurotic syndromes already described, as well 


7 Cf. Miller, J. G., Unconsciousness. New York, John Wiley, 1942, pp. 19, 35> 
64-65,227-230; and Murphy, G., Personality. New York, Harper, 1947, pp. 435-440- 
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as to many of those mentioned below. In fact, some eminent psychologists 
have regarded dissociation as the chief characteristic of the basic neurotic 
pattern. Accordingly, it may be asked why contemporary specialists should 
single this out as separate reaction coordinate with the others. Might it not 
be preferable to make the others subordinate to dissociate reaction, and 
thus elevate the latter to the central explanatory or descriptive position it 
once occupied? 

There are at least two issues to be considered in answering such a ques- 
tion, In the first place, as indicated by the examples of dissociate reaction 
just introduced, the cleavage between normal functioning and that which 
is split off to function by itself is far more dramatic in these instances of 
dissociate reaction than the dissociate processes implicit in the other psy- 
choneurotic syndromes. Depersonalization, dual personality, and somnam- 
bulism, descriptively considered, bring the process of dissociation into 
sharp focus. This alone may justify listing this process as a separate reac- 
tion, In the second place, even granting that dissociation of some sort is 
also involved in the other syndromes, the fact that they differ from one 
another so markedly makes it necessary to account for these ‘differences. 
Dissociation cannot be the sole explanatory factor; other factors must be 
operative. Hence the justification for a diagnostic scheme which classifies 
the dissociative reaction as one among many psychoneurotic reactions. 

Phobic Reaction. A phobia is a morbid or abnormal fear. The abnor- 
mality may refer either to the object feared or to the intensity of the fear, 
To be panicsstricken at the sight of a golf ball and to dread mere verbal 
references to golf balls would be to exhibit a phobic reaction. There is no 
intrinsic reason to be afraid of golf balls in general. Nor is there any reason 
to be so afraid of germs that one experiences virtual terror at the prospect 
of having to drink a glass of water in an ordinary restaurant, for fear that 
the rim of the glass may be dotted with disease-breeding organisms. This, 
too, would constitute a phobia, on account of the exaggerated fear reaction. 

It will be noted that, unlike the anxiety reaction, the phobic reaction 
is not free-floating. On the contrary, it is touched off by a very definite and 
circumscribed stimulus situation. The patient knows precisely what it is 
that arouses his panic. Usually he also knows that his phobia is “ foolish,” 
at least in the sense that the average person does not share his alarm at 
up an infection from an ordinary tumbler. 
And he is even more certain of the absurd nature of his morbid fear of , 
golf balls. Yet despite this intellectual insight into the groundlessness of 
his anxiety, he is unable to control it or eliminate it except by trying to 
avoid the phobic situations. Often, as might be anticipated, he will resort 
to great effort and inconvenience to ward off exposure to such situations. 


the vague prospect of picking 
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The phobic reaction is to be understood as a product of the dynamism 
of displacement. More specifically, it is a product of emotional displace- 
ment. It is as if a normal fear reaction becomes detached or dissociated 
from its normal situational moorings and linked to some symbolic repre- 
sentation of the anxiety-arousing situation. The patient, of course, is ordi- 
narily unable to perceive the linkage in question for the dissociation has 
taken place unconsciously. Rather persistent psychological probing may 
be required before the psychotherapist can help the patient get at the ori- 
gin of his phobia. 

By way of making these generalizations more definite, it will be en- 
lightening to note how the phobic reaction to golf balls might have origi- 
nated. Let us assume that years earlier the patient had found himself in 
the throes of violent sexual temptation while strolling across a golf course 
with an acquaintance of the opposite sex. Provided his ethical code is so 
disposed as to make marital infidelity a shocking idea, the experienced 
temptation would be accompanied by acute feelings of anticipatory guilt. 
His self-respect would be in jeopardy. Instead of facing the facts involved 
in a straightforward manner, he may subsequently find it less damaging to 
his ego to ignore his adulterous impulses, either by preferring not to think 
of them, or by denying their potential existence. The anxiety originally 
aroused by the possibility of succumbing to such an impulse becomes dis- 
placed to a constituent feature of the total stimulus situation, so that the 
phobic reaction to golf balls can now be seen to be a morbid fear of suc- 
cumbing to lust. In the same way, the fear of germs in the case of the 
drinking-glass phobia may turn out to be a displaced fear of self-contami- 
nation, as a result of some earlier conflict involving the hazards of a lapse 
from what one's conscience ordains as right. 

"These phobic reactions take many forms, and in the present survey of 
psychopathology it is unnecessary to catalogue them in detail. Suffice it to 
say that they include a wide variety of neurotic fears, such as the fear of 
sharp objects, of open and closed spaces, of death, of leaving something 
undone, and a great many others.-Incidentally, many of these phobic re- 
actions with their obtruding symptom of anxiety would be diagnosed as 
anxiety hysteria by some psychopathologists, while others might prefer to 
call them cases of psychasthenia. There is no need to be unduly troubled by 
such verbal differences, provided the underlying dynamics of the cases are 

, understood. The sole reason for mentioning the differences is to enable the 


8 This account of emotional displacement may be viewed as an illustration of Hol- 
lingworth's approach to problems of abnormal behavior in terms of his concept of 
redintegration. For details regarding this concept consult Hollingworth, H. L., The Psy- 
chology of Functional Neuroses. New York, Appleton, 1928. 
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student to prepare himself to read the relevant literature without becoming 
confused by differing and older terminology. 

Conversion Reaction. Many victims of hysteria exhibit all sorts of func- 
tional disturbances, and yet do not seem to be as disturbed by them as the 
normal person would be. For example, an hysteric patient may be blind in 
one eye or unable to lift his right leg, and yet be relatively calm about the 
trouble. Such calmness or indifference is an important diagnostic clue. A 
normal person is likely to show extreme concern at the prospect of going 
blind or becoming a cripple. Under the circumstances, it might appear that 
hysterical reactions constitute an exception to what was said regarding 
anxiety as the hallmark of a neurosis. However, the concept of a conversion 
reaction brings the seeming exception into line with the generalization; 
for, according to this concept, the hysterical disability is the physical mani- 
festation of an earlier actual or threatened anxiety attack. It is as if the 
energy of the anxiety had spilled over into neural channels governing the 
musculature and the sensory apparatus. Those responsible for this concept, 
particularly Freud, evidently thought of the emotional energy as being 
“ converted” into or expressing itself in terms of a somatic disorder. It is 
this concept which psychopathologists have in mind when they speak of a 
conversion hysteria. 

There are thus three ways in which the phenomenon of neurotic anxi- 
ety shows up in clinical analysis. (1) In the anxiety reaction there is no 
fixed relationship with either a definite stimulus situation or a circum- 
scribed bodily impairment. The anxiety, to reiterate, is free-floating or un- 
bound. (2) In the phobic reaction the patient is also aware of his anxiety, 
but it is bound to definite, specifiable external factors whose anxiety- 
inducing attributes are known to the patient, even though he is ignorant 
of what causes them. (3) Finally, in the conversion reaction the patient 
ceases to be aware of the initial anxiety, but is aware of the bodily disturb- 
ance in terms of which this anxiety has come to be expressed by the process 
of conversion. 

Somatization Reactions. In the conversion reaction the somatic impair- 
ment tends to involve functions usually more or less under voluntary con- 
trol, i, those regulated by the cerebrospinal nervous system. However, 
when the anxiety expresses itself via the involuntary functions regulated by 
the autonomic nervous system, then, in accordance with the diagnostic 
scheme being developed here, it is referred to as a somatization reaction. 
By recalling the general nature of such autonomic activities it should be 
clear that visceral disturbances must dominate these somatization reactions. 

Like all emotions, anxiety involves activation of the autonomic nervous 
system. Hence the somatization reactions can be viewed as ways of mini- 
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mizing the awareness of anxiety by maximizing the visceral disturbances in- 
cident to emotional crises. The direct awareness of the anxious state seems 
to be repressed and its physiological concomitants exaggerated. As a con- 
sequence, patients so afflicted are apt to complain of stomach trouble, 
heart disease, and other visceral distresses. Complaints of this kind, con- 
sidered genetically, are sometimes referred to as organ neuroses, while such 
terms as gastric neuroses or cardiac neuroses are applied when greater diag- 
nostic specificity is desired. 

The varied and diffuse nature of these somatization reactions renders it 
necessary to group them into at least six classes, depending on the chief 
organic system dominating the clinical picture. By considering each of 
these in order the student can get a more comprehensive understanding of 
the many ways in which mental difficulties may cause bodily disturbances. 
Such understanding is especially important for the student of medicine; for 
these somatization reactions complicate many diagnostic problems not 
only for the specialist, but also for the general practitioner.” 

1. Gastrointestinal Reaction. The first of the six sub-groups to be 
noted is that which is called a psychogenic gastrointestinal reaction. All 
complaints referring to the entire alimentary canal are to be included here: 
constipation, the beginnings of peptic ulcer, “heart burn,” “ irritable 
colon,” gastric spasms, mucous colitis, and other gastrointestinal distresses 
are some specific examples. That such manifestly organic symptoms can be 
products of psychogenic factors merits explicit emphasis here, just as it 
does in the case of the remaining five sub-groups. 

2. Cardiovascular Reaction. When the somatization reaction involves 
heart and blood vessels, one speaks of a psychogenic cardiovascular reac- 
tion. Some types of high blood pressure or hypertension belong in this cate- 
gory. So does the particular kind of abnormally rapid heart action known 
as paroxysmal tachycardia. That strong emotion — and anxiety can be a 
strong emotion — is characterized by an increase in blood pressure and a 
speeding up of heart action is well known. As a consequence, it should not 
be too surprising to learn that such signs of seeming cardiac pathology may 
sometimes be a result of psychogenic factors. 

3. Genitourinary Reaction. It is also common knowledge that emo- 
tional upheaval may modify both kidney and sex functions. This general 
arca of somatization involvement is called a psychogenic genitourinary re- 
action. It includes certain cases of menstrual difficulty, some urinary irregu- 
larities, as well as frigidity in women and impotence in men. The bearing 
of such reactions on some cases of marital maladjustment is obvious. 


? An excellent introduction to the diagnostic aspects of somatization reactions is to 
be found in Dunbar, F., Psychosomatic Diagnosis. New York, Paul B. Hoeber, 1943- 
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4. Allergic Reaction. In recent decades those who specialize in the 
treatment of allergic disorders have reported that over and over again their 
clinical experience has demonstrated that emotional elements may serve 
to complicate the allergic sensitivity of some of their patients. When such 
emotional factors play a major role in the arousal of an allergic symptom, 
such as hives, for example, then one may speak of a psychogenic allergic 
reaction. 

5. Skin Reaction. Similarly, it is reported by skin specialists that some 
of their patients react to anxiety-inducing stress with cutaneous symptoms. 
Accordingly, this particular sub-group of the somatization reactions is 
designated as a psychogenic skin reaction. 

6. Asthenic Reaction. The last of these six sub-groups is called a psy- 
chogenic asthenic reaction. (The term asthenia means general weakness.) 
Patients to whom this diagnosis applies complain of chronic fatigue or 
constant exhaustion. Their energy seems to be at a low ebb. Often, along 
with this dominating symptom of asthenia, the patients also complain of 
varied visceral disturbances. The general picture is not very different from 
what the term neurasthenia used to mean in the older literature. In brief, 
this asthenic reaction brings out the importance of the autonomic nervous 
system as a regulator of bodily energy. When anxiety disrupts the efficiency 
of autonomic functions asthenic reactions may supervene. Adequate ther- 
apy then demands elimination of the anxiety rather than an attack on the 
exhaustion by means of measures which one would use in cases of exhaus- 
tion due to violent exertion. 

Obsessive-compulsive Reaction. Many neurotic patients complain of 
abnormally persistent ideas and impulses. They may be bothered by the 
persistence with which the idea of being killed in an automobile accident 
keeps obtruding itself. Despite resolute efforts to think of other things and 
so to dislodge the disquieting thought, it keeps bobbing up. Such uncon- 
trollable recurrence of an unwelcome and disturbing thought is called an 
obsession. Of course, obsessions occur also in normal people, as anybody 
who has been annoyed by the obtrusion of a popular tune can testify. The 
difference between normal and abnormal obsessions is that the former do 
not interfere with a person’s handling his routine duties, while the latter are 
so dominating or alarming that the victim wears himself out trying to tid 
himself of the disturbance in order to attend to his work. 

Compulsive behavior may be regarded as the motor consequent of an 
obsession. The patient feels impelled to indulge in the same nonsensical 
or maladaptive act over and over again. In addition to such repetitive com- 
pulsions there are ritualistic ones in which the patient is impelled to exe- 
cute a specific series of acts in order to gain a measure of peace. For ex- 


442 A Review Outline of Psychopathology 


ample, he may feel impelled to wash his hands precisely ten times, or to 
count every doorknob in every room he enters, or to stroke the sole of his 
shoe before he can start dressing in the morning. So-called irresistible im- 
pulses mentioned in connection with the discussion of insanity are also to 
be classified as compulsions. All the technical words ending with the suffix 
“ mania,” like pyromania — the impulse to set fires — or kleptomania — the 
impulse to steal — refer to compulsions. 

Psychologically considered, there is a close relationship between ob- 
sessions and compulsions. The latter term refers to obsessions about to be 
executed, while the former refers to compulsions that have received a stay 
of execution, so to speak. This interrelationship is reflected in the use of the 
compound word obsessive-compulsive reaction. 

Parenthetically, it should be noted that not every morbid and impul- 
sive act is to be viewed as a compulsion. Only those morbid acts which 
take place despite the subject’s horrified disapproval come within the scope 
of pathological compulsions. Not every case of arson, for example, must 
be classified as a case of pyromania. Should the evidence indicate that the 
defendant deliberately set fire to his factory in order to cash in on his fire 
insurance policy, then the possibility of a morbid compulsion being ac- 
cepted as an exculpating factor should be rejected by the court. On the 
other hand, if the evidence shows the defendant to have been the help- 
lessly passive victim of an impulse he not only repudiated but also could 
not translate into personal gain, then the likelihood of a morbid compul- 
sion having been present would be considerably stronger. 

It should also be noted that the obsessive-compulsive reaction is not 
altogether absent from some of the neurotic reactions already described in 
this section. In the anxiety reaction, to cite a convenient instance, the 
persistence of the feeling of overwhelming apprehensiveness might readily 
be classified as an obsessive anxiety. Similarly, in the phobic reaction the 
morbid fear may sometimes be interpreted as a defense against the tempta- 
tion to carry out some potentially compulsive act. Reverting to the earlier 
example, the man with the phobia for golf balls was seen to cling to his 
fear in order to protect himself against the temptation of yielding to illicit 
sex desire. His phobia thus inhibited an unconscious compulsive trend. As 
a consequence, some mental specialists would not hesitate to regard such 
a phobia as an inhibiting obsession. In fact, Janet, the French psycho- 
pathologist, grouped phobias, obsessions, and compulsions together in a 
triad of symptoms to designate a separate psychoneurosis which he called 
psychasthenia. However, this term is no longer very fashionable as a diag- 
nostic category. 

The obsessive-compulsive reaction seems to be a product of the neu- 
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rotic’s efforts to cope with his anxiety by means of evasive and ritualistic 
techniques. It may help us in understanding what happens, to assume the 
anxiety to be a consequence of the fear of succumbing to some shocking 
impulse. Evasion occurs when the fear becomes dissociated from the im- 
pulse to become linked to some ideational representative of the impulse. 
The patient now experiences an obsession. Under the circumstances, to 
put it metaphorically, the obsession becomes charged with ambivalent fac- 
tors: the fear renders the idea unwelcome, while the implicit fascination 
of the dissociated or inhibited impulse surrounds the idea with a morbid 
thrill. The patient is trapped by these antithetic trends. In other words, the 
obsessive idea is symbolic of a conflict, and the patient’s emotionalized 
attitudes toward this idea are akin to those of some alcoholics with respect 
to the idea of a cocktail. For the latter, provided they are engaged in a 
personal struggle to achieve abstinence, the idea of a drink will arouse am- 
bivalent attitudes: desire and repulsion will be touched off by the same 
stimulus object. Unless the deadlock is broken in some way, the victim of 
such an alcoholic conflict may find himself brooding persistently over his 
conflict. He would then be experiencing an obsession. Dynamically con- 
sidered, in other words, obsessions point to unresolved personal conflicts. 

Sometimes the dynamics underlying compulsive acts can also be in- 
terpreted as involving a defense against anxiety. Those of a ritualistic 
character are especially easy to interpret in this way. Some of them, as was 
pointed out in Chapter 3, illustrate the dynamism of undoing. For ex- 
ample, in ablutomania — the hand-washing or bathing compulsion — the 
patient may be expressing his desire to undo the effects of prior “ sinful 
indulgence” by acts symbolizing a cleansing of conscience. Not infre- 
quently the patient recognizes the absurdity of such repeated washings, 
but is nevertheless unable to stop. 

Of course, the dynamism of undoing does not explain all compulsions. 
There are others which seem to be due to efforts to reduce painful inner 
tensions by recourse to magical or superstitious practices. In these instances 
the patient seems to react to his anxiety as if it were an ill omen. It por- 
tends hard luck — something dreadful about to happen. Any ritual which 
he has come to believe in as a way of warding off hard luck or as means of 
propitiating the goddess of good fortune will then seem appropriate as a 
tension-reducing measure. These rituals may take such diverse forms as 
counting certain objects, not touching certain things, repeating certain 
phrases, or even indulging in acts calculated to reveal the future. When 
acutely worried some otherwise normal people feel impelled to toss a coin 
to find out whether the outcome will be favorable in terms of a formula like 
“heads — I’ll get out of this trouble, and tails — the worst will happen.” 


444 A Review Outline of Psychopathology 


Some anxiety-ridden persons who consult fortune tellers may be expressing 
compulsive behavior of a similar sort. 

Hypochondriacal Reaction. The chief impression aroused by some neu- 
rotic patients is that of chronic preoccupation with the subject of illness 
and the symptoms of disease. They may worry about digestion, or heart 
action, or elimination, or any other bodily function. Needless to add, there 
is usually no organic justification for the magnitude of their concern. Un- 
like the previously mentioned somatization reaction, the concern is not 
supported by verifiable disturbances of autonomic functions. There may 
be much talk of high blood pressure without any serious deviation from 
normal. In fact, many of these patients behave as if they enjoyed their 
symptoms. They are apt to go from specialist to specialist in a neyer-ending 
search for a “cure.” They exhibit almost obsessive over-solicitude about 
matters of health. Such over-solicitude constitutes the essential character- 
istic of the hypochondriacal reaction. 

Some clinicians think of this reaction as a symptom of a separate neu- 
rosis which they designate as hypochondriasis. Actually, hypochondriacal 
attitudes may play a role in many neuroses, and their evaluation often taxes 
the clinician’s patience and ingenuity. He has to try to find out what is be- 
hind the symptoms. Occasionally, they may point to the onset of a fairly 
serious depression, or they may suggest the malingerer or “ goldbricker.” 

It is also important to realize that hypochondriasis may sometimes be 
an expression of affect hunger. In illness people find themselves the center 
of attention and the object of affectionate solicitude. Consequently, it is 
easy to see how desire for a continuation of such manifestations of love 
might unconsciously prompt the affect-hungry child or adult to prolong his 
illness. In other words, in some patients the hypochondriacal reaction sig- 
nifies a reluctance to be well. In still other cases the psychodynamics be- 
hind this reaction may call for recognition of the fact that, through illness, 
it is sometimes possible to dominate or control other people. An entire 
household may be organized around mother's sick headaches or father's 
need for quiet because of his heart. Nor should the role of hypochondriacal 
reactions as alibis be overlooked. By clinging to symptoms of bodily dis- 
ability one can supply respectable alibis for lack of accomplishment. 

Neurotic-depressive Reaction. At the beginning of this chapter men- 
tion was made of reactive symptoms, particularly with reference to tragic 
or grief-precipitating situations. It was emphasized that this kind of reac- 
tion, called a reactive depression, must be differentiated from the far more 
serious psychotic depression. In many respects neurotic features are likely 
to characterize these reactive depressions and, as a result, they may also be 
referred to as neurotic-depressive reactions. 
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If we are to understand how neurotic factors complicate such episodes 
of grief or acute disappointment, it is necessary to recall that the distress 
in question often causes the victim to suffer not only because of the loss 
or frustration, but also because he finds himself forced to dwell upon ways 
in which he might have been remiss or negligent. Thus a grief-stricken 
son may intensify his suffering by bemoaning his failure “ to do more for 
dad while he was still alive.” He may regret having “ given dad so much 
trouble by being extravagant.” Such guilt feelings aroused by retrospective 
appraisals of past conduct make for anxiety. It is well known that feelings 
of guilt commonly arouse ideas of punishment. As was indicated in the 
earlier discussion of dynamisms of blame acceptance," punishment of 
some sort may be sought after or longed for as a means of throwing off the 
burden of a suffering conscience. The sufferer feels that he ought to pay in 
pain for the wrong doing of which he stands condemned in his own eyes. 
However, the existence of a desire for such tension-reducing punishment 
is not incompatible with the coexistence of a contrary desire to circum- 
vent the deserved punishment by some less painful means of achieving 
inner peace — some other way of being assured of forgiveness. In other 
words, the victim's attitude with respect to what he thinks is ^ coming to 
him” is often an ambivalent attitude: its purging effect is desired, but its 
painfulness is dreaded. Added to this is the uncertainty of not knowing just 
what kind of punitive action the fates will mete out to him. This uncer- 
tainty may be experienced as a vague sense of impending doom. 

From this brief analysis it should be clear that the neurotic-depressive 
reaction is apt to be rather complex in its ramifications. There is the ini- 
tial sadness or regret followed by self-condemnation, guilt feelings, a need 
for compensatory suffering, along with concomitant dread of such suffer- 
ing as a sense of impending doom grips the patient. All this adds up to a 
feeling of crushing worthlessness in a setting of despairing anxiety. Quite 
manifestly, the result is not just simple grief or simple sadness, but neu- 
rotic illness which often requires expert psychotherapy. 


CHARACTER AND BEHAVIOR DISORDERS 


ion of abnormality, as discussed in Chapter 1, 
is brought into sharp focus by a consideration of the varied kinds of pa- 


tients whose troublesome conduct elicits a psychiatric verdict like “ char- 
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10 See pp. 73-77: 
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psychiatrists by worried parents or perplexed public officials in the hope that 
the disturbing conduct can be rectified by suitable psychological measures. 
The misconduct is thought of as an expression of some warped attitude or 
some personality distortion, rather than as a symptom of a psychosis or a 
neurosis. In fact, it probably is better not to think of these patients as vic- 
tims of a mental disease in the conventional meaning of the term. ‘They 
are at odds with society in the same way in which a so-called problem child 
seems to be at odds with home and school standards. There is a clash be- 
tween prevalent ethico-social norms and the behavior of this class of pa- 
tients. In this sense they are maladjusted individuals. As was brought out 
in the first chapter, only on the assumption that such ethico-social norms 
reflect sane modes of behavior can one be justified in regarding the non- 
conformists as maladjusted. Many of them are undoubtedly peculiar and 
markedly deviant personalities. They are classified as pathological person- 
ality types. Another group comprises cases of drug addiction, while still 
another is made up of cases in which immaturity of some sort makes for 
adjustive difficulties: These three groups will now be considered in order. 

Pathological Personality Types. Many peculiar and difficult persons 
remind the experienced clinician of some of his psychotic and neurotic pa- 
tients. But they are not actually psychotic or neurotic, nor do they as a 
tule become so. They merely reflect some of the characteristic features of 
certain psychiatric syndromes, as if their dominant pattern of behavior had 
been copied from some account of such a syndrome. As personalities they 
are by no means healthy, so that the adjective pathological is not inappro- 
priate, even though no organic illness is present. Their routine adjustive 
behavior may be viewed as verging on the psychopathic, without full- 
fledged psychoses or neuroses emerging from the behavior tendencies in- 
volved. In this sense “they represent borderline adjustment states.” The 
following personality types are included in this classificatory scheme: 

1. Schizoid Personality. The meaning of schizophrenia will be consid- 
ered later in this chapter. The term schizoid personality refers to a case 
which is like schizophrenia without being psychotic, and also without being 
prepsychotic. In general, the phrase is applied to people who keep aloof 
from social contacts because of unsociability. Their seclusiveness often re- 
sults in nomadic habits. They impress others as rather serious, inaccessible, 
enigmatic, and sometimes as decidedly eccentric. 

2. Paranoid Personality. Closely related to the schizoid personality in 
terms of character traits is the paranoid personality. The term paranoid 
is a reference to the functional mental disease known as paranoia, a dis- 
order characterized by delusions of persecution. In the light of this fact 
paranoid personalities are to be thought of as difficult individuals who dis- 
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trust others, and whose predominant traits include readiness to project 
blame and marked proneness to jealousy, suspiciousness, and envy. 

3. Cyclothymic Personality. Some people remind the psychiatrist of 
manic-depressive patients. As will be brought out later, manic-depressive 
psychosis is a functional mental disorder marked by rather drastic fluctua- 
tions in mood. The cyclothymic personality exhibits similar fluctuations, 
but without losing effective contact with reality; hence there is no question 
of a psychotic reaction being involved. However, these internally deter- 
mined shifts from depression to elation or vice versa render the individual’s 
behavior somewhat unpredictable, and since the shifts are beyond his con- 
trol his efficiency is impaired and he is often regarded as too moody or too 
excitable or too mercurial for optimal social effectiveness. 

4. Inadequate Personality. Some patients on whose mental status the 
psychiatrist may be requested to pass clinical judgment may not reveal any 
serious deficiency when given the usual psychiatric and medical tests; and 
yet their social and vocational history indicates inadequacy of some sort. 
They get into trouble because of poor judgment, failing to please em- 
ployers, incompatibility with colleagues, and lack of general adaptability. 
They are neither sick, nor moronic, nor seclusive, nor vicious — they are 
merely afflicted with general incompetence. Hence the term inadequate 
personality. 

5. Antisocial Personality. In Chapter 7 constitutional psychopathic in- 
feriority was discussed at length. This is the older and conventional desig- 
nation for what in the newer diagnostic nomenclature here being outlined 
is listed as antisocial personality. The reference is to patients who, despite 
sound moral home backgrounds, nevertheless persistently fail to measure 
up to familial standards of ethics and social responsibility. They seem in- 
capable of building sound habits of trustworthy behavior. Loyalty to 
friends and devotion to ideals appear to be alien to their make-up. Neither 
punishment nor reward makes any impression on them. They seem unable 
to identify themselves with the welfare of organized society. In this sense 
they are antisocial in their basic attitudes, not in entertaining a deliberate 

Iculating criminal, but rather like a person who 


hostility to society like a ca | 
would experience no qualms of conscience if he were to be persuaded to 


participate in a criminal venture. As a matter of fact, it is not unusual for 
such antisocial personalities to become associated with such ventures. 


6. Asocial Personality. The antisocial personality had ample opportu- 
nity to learn what is expected of the ethically mature citizen. However, 
those whose home backgrounds were criminal or vicious had no such oppor- 
tunity. As a consequence, their antisocial or criminal behavior may ex re- 
garded as the normal product of a lifelong abnormal environment.” In 
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terms of this setting they are asocial with reference to organized socicty. 
Their adjustment difficulties are products of inadequate socialization. 
Many racketeers, prostitutes, gangsters, and criminals are to be classified as 
asocial personalities according to this way of differentiating asocial from 
antisocial maladjustments. 

7. Sexual Deviate. In many psychopathic personalities the chief adjus- 
tive difficulty has to do with the seeming impossibility of inducing con- 
formity to prevailing standards of sex ethics. According to one of the older 
systems of nomenclature, patients of this sort were diagnosed under this 
caption: “ psychopathic personality, with pathologic sexuality.” ‘The newer 
caption of sexual deviate constitutes a clearer and less cumbersome diagnos- 
tic tag. To achieve still greater clarity it is suggested that the particular 
form of deviate behavior be specified such as rape, fetishism, homosex- 
uality, etc. 

Addiction. When antisocial behavior seems to be a consequence of 
addiction to narcotics and other drugs this fact should be stressed by a 
diagnosis of addiction with mention of the specific kind involved. Many 
cases of alcoholism would come under this heading, provided the indul- 
gence is not symptomatic of a depression or some neurosis. The addiction 
is to be regarded as a character disturbance rather than as a psychiatric ill- 
ness of neurotic or psychotic import. 

Immaturity Reactions. Many adults, as is well known, when confronted 
with personal difficulties, behave more like children than mature people. 
Under conditions of stress they readily give vent to childish emotional 
outbursts, which gives one the impression that they failed to mature emo- 
tionally. This, in brief, constitutes the basis for the concept of immaturity 
reactions. In employing this as a diagnostic concept it is important to dif- 
ferentiate signs of immaturity from signs of neuroticism. If such features as 
anxiety, or obsessions, or phobias stand out, then the neurotic rather than 
the immaturity pattern is most probably present. The general scope of the 
concept of immaturity reactions can be grasped by considering each of the 
following five specific manifestations of such reactions: 

1. Emotional Instability Reaction. One sometimes observes people 
whose emotional control is so deficient that trivial incidents provoke ex- 
cited outburst altogether disproportionate to the instigating cause. Such 
people have to be handled with kid gloves because of their emotional insta- 
bility. Their hypersensitivity suggests a lurking feeling of guilt or inade- 
quacy or hostility so that they are over-ready to protect the ego against ex- 
posure of the weakness in question. An older designation for this particular 
instance of an immaturity reaction is that of “ psychopathic personality, 
with emotional instability.” Obviously, this failure to achieve mature habits 
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of emotional control may result in such frequent clashes with other people 
as to suggest psychopathy rather than just poor habit training. It also sug- 
gests that what used to be regarded as some inherent psychopathic defect 
may in many instances be a consequence of poor emotional conditioning. 

2. Passive-dependency Reaction. As the name implies, the passive- 
dependency reaction refers to the kind of behavior in which the adult ex- 
hibits an extreme need to cling to others for emotional support. Many cases 
of parent fixation illustrate this kind of reaction. The patient seems to be 
relatively helpless when required to assume responsibility and exercise 
initiative without having someone present to guide and direct him. If com- 
pelled to venture to be independent, such a person is likely to react with 
severe anxiety, so that this passive-dependency reaction often becomes a 
constituent feature of some cases of neurotic behavior. 

3. Passive-aggressive Reaction. Maladjustment sometimes reveals an- 
tagonism or hostility of an indirect sort. It is seen in children who, realizing 
the futility of attacking powerful adults directly, nevertheless discomfit the 
latter by reacting to discipline with unwillingness to cooperate. The un- 
willingness may take the form of sulking, or pouting, or bungling assign- 
ments, or dawdling, or soldiering on the job. Instead of direct attack or the 
outright disobedience that goes with active, rebellious aggressiveness, one 
observes more cautious manifestations of underlying hostility. As a domi- 
nant form of behavior in an adult this passive-aggressive reaction indicates 
immaturity in the sense that sulkiness and pouting are childish modes of 
adjustment. 

4. Aggressive Reaction. Brooding resentment may, as was just shown, 
result in obstructionism of a passive sort. However, it must also be remem- 
bered that youngsters often register hostility by direct, overt rebelliousness 
and attack. Destructive behavior, screaming, temper tantrums, and a readi- 
ness to strike out are common components of such aggressive behavior. 
Sometimes this kind of aggressive reaction may be a consequence of strong 
dependence on a possessive parent or parent surrogate. The aggressiveness 
is thus to be regarded as a “ reaction formation " to the feeling of depend- 
ence, as if the patient were trying to free himself from a shackling emo- 
tional entanglement. i 

5. Immaturity with Symptomatic Habit ” Reaction. This last category 
of immaturity reactions is intended to serve as a means of pigeonholing 
t fail to fit into the previous four categories, 
and in which some particular symptom of childishness stands out con- 
spicuously. Examples of such a symptom would be “baby talk” in an 
adult, enuresis or some other form of poor sphincter control, persistent 
thumb-sucking, etc. In making a diagnosis like “ immaturity with symp- 
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tomatic habit reaction; enuresis” it is important to rule out the possibility 
of the chief symptom being an expression of neurotic behavior, and not just 
a sign of a failure to grow up. Of course, there is also the possibility of 
some cases being complicated both by neurotic factors and immaturity 
reactions. Under such circumstances it is probably more helpful to stress 
the neurotic phases, and subordinate the immaturity reactions to an inci- 
dental descriptive phrase. 


DISORDERS OF INTELLIGENCE 


Defective intelligence as the cause of abnormal behavior is an obvious 
possibility; this very obviousness, however, may cause it to be overlooked 
in a consideration of all etiological factors making for maladjustment. 
Chapter 7 has already been devoted to a rather detailed account of the 
many problems associated with a clinical appraisal of feeblemindedness and 
other types of abnormal endowment. In the present section it must suffice 
to outline only a very few of the salient factors bound up with disorders of 
intelligence as one sector of clinical diagnosis viewed in the total perspec- 
tive of psychopathology. 

In many of the psychoses or insanities there is a progressive reduction 
in mental efficiency technically designated as mental deterioration. Such 
deterioration is not to be included in the concept of feeblemindedness as 
a diagnostic category. Moreover, there is a spurious kind of mental de- 
ficiency resulting from interference with intellectual functions by severe 
emotional disturbances, as exemplified by the way in which acute worry 
militates against sound reasoning. This sort of temporary disorder of in- 
telligence must also be excluded from the present category. 

Primary Mental Deficiency. In appraising cases of disordered intelli- 
gence it is customary to differentiate primary from secondary disorders. In | 
cases of primary mental deficiency no brain pathology is demonstrable. 
The retardation is present from birth and is never overcome, and is conse- 
quently regarded as inherent in the patient’s constitutional make-up. The 
deficiency is of genetic origin and is primary in the sense that it is not 
secondary to some other prior condition. In other words, all cases of defi- 
nitely hereditary feeblemindedness showing no organic brain pathology 
would be classifiable as cases of primary mental deficiency. 

Secondary Mental Deficiency. It sometimes happens that babies are 
born with brain defects which render normal intellectual functioning im- 
possible. It also happens that normal infants may suffer from a disease of 
the central nervous system which makes for permanent intellectual im- 
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pairment. Encephalitis and meningitis are two examples of such diseases. 
Furthermore, in some instances mental deficiency may result from thyroid 
deficiency in the early developmental period. In all these cases, whether 
congenital or acquired, and whether due to neural or endocrine factors, the 
consequent mental deficiency is viewed as secondary to the instigating 
pathology; hence the term secondary mental deficiency. Furthermore, in 
clinical work a diagnosis of mental deficiency, both in primary and second- 
ary types, calls for psychometric testing, so that the final report on the pa- 
tient can specify the level of deficiency in terms of intelligence test scores. 
Specific Learning Defects. In some instances of seeming feebleminded- 
ness a disorder of intelligence is first suspected because of the child’s in- 
ability to master basic school subjects, such as reading or arithmetic. Be- 
fore attributing the youngster’s difficulty to primary or secondary mental 
deficiency a careful psychometrist checks to see if factors other than gen- 
eral mental retardation are involved. Such factors may be specific to a 
given area of learning. For example, some cases of reading deficiency are 
due to failure to perceive letters or words correctly. Letters like b are con- 
fused with d and p with q, hence the mirror image of the visual pattern is 
perceived with confusion. The technical name for this tendency to see 
things as if they were reflected by a mirror is strephosymbolia. According 
to Orton © who introduced this term, the trouble is due to failure to es- 
tablish cerebral dominance, as explained in our earlier discussion +? of 
speech difficulties and handedness. Occasionally, specific learning defects 
may result from sensory defects whose existence is not discovered until the 
child is brought to a clinic. In other words, a diagnosis of feebleminded- 
ness should not be made hastily on the basis of superficial impression. 


FUNCTIONAL PSYCHOTIC DISORDERS 


In the system of classification outlined here the group of disorders taken 
up in this section is referred to as “psychoses without known organic 
” [n earlier chapters the concept of psychogenic or functional 
psychoses was used to designate this group of mental disorders. Three diag- 
nostic categories are involved here: (1) schizophrenic disorders, (2) para- 
noid disorders, and (3) affective disorders. The following brief accounts of 
each of these categories will now be introduced for purposes of general 


orientation. 


etiology. 


11 Orton, S. T., Reading, Writing and Speech Problems in Children. New York, 


Norton, 1937- 
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Schizophrenic Disorders. In general, patients regarded as victims of 
schizophrenia have trouble grasping the nature of their immediate sur- 
roundings as the normal person would grasp them. The ethico-social im- 
port of objects and persons is likely to be so distorted as to make for 
bizarre adjustments. This is what is suggested by saying that the schizo- 
phrenic is out of touch with reality. His inner world of thinking is also apt 
to be distorted by curious beliefs and concepts incompatible with the facts 
of objective existence. This is one reason, as was shown in the discussion of 
concept formation tests,"* why tests like the Vigotsky and Columbia tests 
are sometimes used to check on the possibility of a given patient being 
schizophrenic. 

Being out of touch with reality and availing themselves of warped con- 
cepts renders both the cognitive and affective functions of many schizo- 
phrenics seriously disturbed. Their ideas and feelings seem to be incon- 
gruous in the sense that the emotion they display seems inappropriate to 
the setting which provokes it. Many of them give the impression of having 
escaped or retreated from the world of reality to an inner world of phan- 
tasy, so that what the normal person would view as an important external 
event leaves them unmoved. That is why a common feature of the schizo- 
phrenic make-up is a general “ flattening-out ” of emotional responsiveness, 
or what is sometimes referred to as schizophrenic apathy. A better under- 
standing of the personality characteristics of schizophrenics will be gained 
by considering the various clinical types of schizophrenia; for this group is 
so varied that no simple description will fit all cases. Accordingly, the fol- 
lowing six clinical types are to be noted: 

Latent Schizophrenic Reaction. This term has been introduced to 
cover cases that are not so out of touch with reality as to be psychotic. In 
a sense they may be thought of as cases of incipient schizophrenia. Some 
of them do actually become schizophrenic later, but very many of them 
continue to be borderline schizophrenics, which means that, although 
schizophrenic symptoms are present, the patient is not so withdrawn from 
the world as to be incapable of dealing with everyday affairs with a modi- 
cum of competence, even though some of his mannerisms and views may 
strike the normal person as eccentric or peculiar. 

This should not be construed to mean that the majority of eccentric 
individuals are latent schizophrenics. Actually, to be sure of such a diag- 
nosis one ought to employ some of the testing instruments designed to get 
at impaired concept formation. Some of these instruments have already 
been described on previous pages when the Vigotsky, the Columbia, and 
various sorting tests were being discussed. Latent schizophrenia, in other 
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words, is best revealed by examination of those cognitive functions having 
to do with effective use of abstract ideas; hence the diagnostic relevance 
of the kind of tests just mentioned. Nor should the usefulness of a projec- 
tive test like the Rorschach be overlooked in this connection. 

Simple Type of Schizophrenic Reaction. Some schizophrenic patients, 
not of borderline status, even though free from signs of conspicuous dis- 
orientation, are said to be victims of the simple type of schizophrenia. This 
clinical type is marked by inability to establish strong emotional bonds 
with others or vivid interests in work or play. The casual observer might 
think of these patients as lazy, shiftless, or devoid of ambition. More pene- 
trating observation shows them to be pathologically apathetic. This ex- 
treme apathy is to be interpreted as a split between the life of ideation and 
the life of emotion. The concept of a schizophrenic reaction thus applies to 
them; for, taken literally, the word schizophrenia means ^ split mind.” 

In order to understand the application of this concept to this class of 
patients it is necessary to remember that the normal person tends to ex- 
perience emotional changes in harmony with the significance of what he 
perceives or what befalls him. Thus tragic happenings provoke moods of 
sadness, amusing episodes are accompanied by playful cheerfulness, per- 
plexing business problems by attitudes of deliberative seriousness, and the 
critical illness of a beloved friend by tense anxiety. This commonplace 
observation of the way in which thoughts and feelings run together in 
harmonious concomitance is summed up in the traditional psychological 
principle of emotional congruity. This congruence is disrupted in the 
schizophrenic as if there were a split between the normally integrated in- 
terplay of cognitive and affective processes. In the simple type the patient 
seems to fail to experience any genuine emotional change under circum- 
stances that would excite the normal person. 

The apathy suggests emotional impoverishment — not the impoverish- 
ment of emotional exhaustion or utter despair, but rather that which is 
attributable to lack of the capacity to experience vivid interests, strong 
loves, burning resentments, and crushing grief. Pathological apathy of this 
kind interferes with appropriate evaluation of civic duty, family responsi- 
bility, and ethical obligation; hence the simple schizophrenic is apt to im- 
s y detached and withdrawn. Very manifest delu- 
te not often observed in patients of this group, but 
t is seriously impaired by their inability 
to identify themselves with the emotional values, vocational and ethico- 
social strivings implicit in the pattern of community organization. The 
simple schizophrenic is a misfit in any venture that depends on the fellow- 


ship of human effort for its success. 
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Hebephrenic Type of Schizophrenic Reaction. The lack of emotional 
congruity just mentioned as characteristic of the schizophrenic process is 
especially conspicuous in the class of patients called hebephrenic. Their 
emotional behavior is manifestly inappropriate and shallow. Bizarre man- 
nerisms, inexplicable giggling, silly grimaces often accompanied by delu- 
sions and hallucinations are among the classical symptoms of this clinical 
type of schizophrenia. The psychotic nature of the patient’s disturbance 
is so obvious that anyone can recognize the existence of some sort of men- 
tal disorder in these patients. They are disoriented, impulsive, intellec- 
tually deteriorated, and emotionally disorganized. 

Catatonic Type of Schizophrenic Reaction. The catatonic reaction is 
reflected in outstanding muscular or motor behavior. An old German 
designation for this clinical type serves to emphasize this fact by the word 
Spannungsirresein, which means “ tension insanity.” In other words, cata- 
tonic patients exhibit marked peculiarities of muscle tonus. In some there 
is rigid posturing, so that they resist any effort on the part of an outsider to 
change a given posture. In others there is no resistance to such effort, and 
the patient will permit his limbs to be placed in positions that would ordi- 
narily be assumed to be uncomfortable. Nevertheless, he will continue to 
hold such extraneously imposed uncomfortable postures for relatively long 
periods. Along with these motor symptoms the catatonic patient is also 
likely to be mute, negativistic, and stuporous. All of these are motor symp- 
toms in the sense that they can be regarded as the patient's expression ofa 
motor set introduced for the purpose of shutting out interference from the 
outside, as if he wanted nothing to do with others — the motor conse- 
quence of a firm resolve to resist outside interference. Or else, in some 
instances the catatonic reaction may be construed as a result of such com- 
plete absorption in some inner brooding that outside events are relegated 
to the limbo of trivial or nonexistent happenings. At all events, the seclu- 
sive withdrawal previously mentioned as characteristic of schizophrenia in 
general is especially prominent in the behavior of catatonic patients. 

Paranoid Type of Schizophrenic Reaction. Dereistic and autistic think- 
ing mentioned earlier ™ is especially prominent in the paranoid type of 
schizophrenic reaction. The behavior of this kind of patient is hard to pre- 
dict. He may resort to violence because he believes himself to be the vic- 
tim of persecution. In addition to such delusions of persecution he may 
also entertain delusions of grandeur. Occasionally the paranoid schizo- 
phrenic manifests abnormal religiosity, and may identify himself as the 
Messiah or think of himself as in some special relationship to God which 
gives him special power and influence. In these cases of paranoid schizo- 
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phrenia the delusions are not logically coherent or systematized as they 
are in those patients who suffer from the psychosis known as paranoia 
(discussed in the next section). It might also be pointed out that delusions 
of persecution characteristic of the paranoid schizophrenic may, in the 
case of some patients belonging in this category, be manifest only when 
they appear to be depressed, while in others the paranoid component shows 
up only when they are excited or manic. 

Unclassified Schizophrenic Reactions. The four types of reactions last 
mentioned — the simple, hebephrenic, catatonic, and paranoid — have long 
been accepted as conventional divisions of schizophrenia. They were given 
official status by the German psychiatrist Kraepelin, whose classification of 
mental disorders in the latter part of the nineteenth century tended to influ- 
ence all subsequent classifications. However, it is now known that two 
classes of schizophrenic patients do not fit into any of these four clinical 
concepts. In the one group the schizophrenic reaction is acute and in the 
other chronic. Both must be regarded as unclassified schizophrenic reac- 
tions, i.e., they are not classifiable in one of the four common types. 

The symptoms of the acute group appear rather suddenly; hence the 
emphasis on acuteness. There is emotional turmoil and ideational disorder 
or confusion in thought and feeling. The patient reveals still other symp- 
toms in the way of bewilderment, ideas of reference, dreamy attitudes, fear, 
and often a manic-depressive component like marked excitement or depres- 
sion. Often, too, no particular stress seems to have preceded such an acute 
outburst, which frequently may subside within several weeks. A tendency 
for it to recur has been noted. 

If schizophrenic symptoms showing no clear-cut pattern of the kind 
described as characteristic of the four types and persisting in chronic fash- 
ion are noted, then we are probably dealing with the chronic variety of the 
unclassified type of reaction. Stated differently, when the schizophrenic 
process results in a mixture of symptoms more or less characteristic of 
several of the four types and possibly with the addition of some others, it 
is obviously impossible to make a diagnosis in terms of one of the four cus- 
tomary categories; hence the utility of the concept of an unclassified type of 


schizophrenia. 


PARANOID DISORDERS 
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organization. In this respect they differ from non-schizophrenic kinds of 
paranoia. In the United States Army classification followed here only two 
other kinds are recognized: paranoia, or what is sometimes referred to as 
* true paranoia " or pure paranoia "; and paranoid state. 

Paranoia. The psychotic disturbance known as paranoia occurs rather 
rarely, but the essential disorder of thinking which constitutes the dis- 
turbance is not altogether absent from other syndromes as a complicating 
factor. This essential disorder of the thought process emerges gradually 
and may not be recognized for many years as having psychotic implications. 
'The patient, having come to think of himself as selected by destiny to 
accomplish big things or execute important assignments, misinterprets 
trivial events as confirming his belief in his own destiny. This may mark 
the beginning of his delusion of grandeur. In addition, he comes to nur- 
ture a delusion that outsiders may be plotting to foil his success. He keeps 
himself on the alert for evidence of their machinations against him. Inci- 
dentally, this belief in plotting enemies is congruent with the delusion of 
grandeur for obscure people are not likely to arouse the sustained antag- 
onism of “ powerful” institutions like the Church, the Masons, or the 
American Medical Association. Unconsciously the delusion of persecution 
in many instances may thus cater to the paranoid's vanity. 

Delusions of persecution and of grandeur are consequently likely to 
reinforce one another. They may develop concurrently, as the patient 
slowly notes that people are whispering about him or that newspaper edi- 
torials contained veiled references to him. Such misinterpretations of what 
is said or printed are technically called ideas of reference, and are charac- 
teristic of the paranoid symptom-complex. It should also be noted that, as 
this entire body of erroneous belief and conviction develops through the 
years, it is woven together in a coherent pattern that enables the patient 
to present a fairly logical or ordered account of his troubles with his ene- 
mies; it is this systematized ordering of his delusional system which dif- 
ferentiates paranoia from its schizophrenic counterpart. 

Furthermore, this paranoid system of thinking is kept insulated to a 
large extent from the remainder of the patient's thinking. As a conse- 
quence, provided nothing bearing on his delusional system comes up, the 
paranoid patient will give the impression in his ordinary conversation of 
being altogether normal mentally. There will be no hallucinations, no 
manifest disturbances of orientation or affect. Instead, one may often gain 
the impression of careful thinking and serious concern with the demands 
of reality. Practically nothing approximating the popular notion of in- 
sanity will be observed. As a matter of fact, the paranoid patient may man- 
age his affairs so competently that the student interviewing him for the 
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first time may wonder about the appropriateness of calling him psychotic, 
and the need for institutionalization. By way of explanation it should be 
stated that the patient is deemed to be psychotic because he has no insight 
into the delusional nature of his paranoid ideas. No amount of contrary 
evidence can shake his confidence in the reality of his warped premises. 
By clinging to his unreal beliefs so tenaciously he shows himself to be out 
of touch with some aspects of reality. 

The chief reason for institutionalizing such a patient is to protect so- 
ciety. The paranoid is apt to feel justified in taking action against his 
imaginary enemies. Sometimes this action may be limited to filing a law 
suit, but at other times it may involve violence in the form of slugging, or 
shooting, or poisoning. Since there is no way of predicting just when such 
dangerous behavior may take place, it is often imperative to have the pa- 
tient declared insane so that he can be hospitalized, and thus kept from 
yielding to what he deems to be altogether justified self-protective homi- 
cidal impulses. 

Paranoid State. Paranoia, as just outlined, is a rather fixed, permanent 
disorder in the sense that the delusional system becomes an inherent part 
of the patient’s make-up. In what is called paranoid state the system in 
question lacks such permanence. The paranoid delusions, although coher- 
ent and systematized like those of cases of chronic paranoia, are transient. 
The patient comes to recognize their delusional nature. This variant of 
the paranoid disorders may persist no more than a few days, weeks, or 
months and, in the light of clinical experience, seems to take place most 
commonly in middle life, in individuals between the ages of thirty-five 


and fifty-five. 


AFFECTIVE DISORDERS 


It will be recalled that three groups of functional psychoses are being 
outlined in this chapter: the schizophrenic, paranoid, and affective dis- 
orders. Of these the most frequent is the schizophrenic, and the least fre- 
quent the paranoid group. The affective disorders occupy an intermediate 
position in terms of frequency of occurrence. 

As the name implies, the affective disorders center around disturbances 


of affect, or the life of feeling and emotion. Within restricted limits the 


normal person experiences fluctuations of mood as outward circumstances 


change. Success prompts feelings of elation and failure results in dejec- 
tion. There are individual differences in the amplitude of these swings 
from elation to despondency, as well as in their duration. Although there 
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are no methods available as yet for measuring these differences, the ex- 
perienced clinician has nevertheless a rough impressionistic standard, in 
terms of which he appraises given affective reactions as normal or ab- 
normal. In general, he expects the normal ones to be appropriate to the 
provocative situation: tragedy should elicit sadness and comedy, laughter. 
When there is no understandable or recognizable relationship between 
dominant mood and the events influencing the patient’s life, then one 
suspects the existence of an affective psychosis. The patient might be said 
to be out of touch with emotional reality. He is despondent even though 
there is nothing to be despondent about. This is what is meant by a psy- 
chotic depression. As already explained, a psychotic depression differs 
from a reactive depression, in which the sadness is a direct consequence 
of a manifest personal disaster. Just as there is the phenomenon of psy- 
chotic depression, so must one recognize the existence of psychotic ex- 
citement. Often these shifts are observable in the same patient over a long 
period of time, so that many psychiatrists regard these extreme shifts as 
manifestations of the same underlying affective disorder designated as 
manic-depressive psychosis. 

Manic-depressive Reaction. Not all victims of manic-depressive psy- 
chosis reveal both excitement and depression. Some of them may suffer 
from recurrent episodes of depression, and others of mania. There may 
even be differences in the intensity of the affective disturbance, so that in 
some patients the depression may be rather mild, while in others it may 
leave the patient so crushed by his dejection as to cause him to act as in 
a stupor. By way of classifying these differences the following clinical types 
of manic-depressive psychosis should be noted: 

Manic Type. As the name suggests, the manic type of patient deviates 
from his “ normal” affective level to an extreme of maniacal excitement. 
This excitement can be joyous, as exhibited by the pathological elation of 
some patients, or belligerent, as seen in the combative excitement of others. 
But irrespective of the emotional coloring of the manic status, there are 
certain symptoms common to this type of affective disorder. ‘There is not 
merely an abnormal heightening of mood, but also an increase in the 
tempo of speech and action. This psychomotor acceleration is usually 
characterized by inability to fixate attention and to persevere in a task 
until it is completed. Instead, the patient flits from topic to topic or from 
one action to another as chance stimulation dictates, rather than in response 
to the requirements of an intention awaiting execution. Distractability of 
attention and poor ideational control may thus be listed as symptoms of 
the manic phase. Just how these symptoms will show up in a given case 
will vary with the level of excitement. For purposes of descriptive con- 


Affective Disorders 459 


venience it is customary to recognize three levels: hypomania, acute mania, 
and hypermania. 

In hypomania the patient appears to be experiencing an exhilarated 
heightening of mood. His behavior may remind some observers of the early 
stages of alcoholic intoxication. There is an expansive gaiety and free- 
flowing talkativeness. A general feeling of abnormal self-confidence seems 
to induce the patient to boast of his ability and his somewhat grandiose 
schemes for future accomplishment. His talk is rapid but uncritical, and 
his action and gestures are also quick and rather forceful. If by chance he 
should have occasion to write something, he is likely to dash it off with 
bold strokes and impulsive underscoring of many words, as if he needed 
to express himself with tremendous emphasis. There is a conspicuous ab- 
sence of submissive attitudes. In fact, the hypomanic patient behaves with 
a dominating force reminiscent of the self-assertive gaiety of a high-pressure 
salesman entertaining a group of buyers at a cocktail party. 

When the foregoing symptoms become noticeably intensified one may 
talk about acute mania, the second level of manic excitement. At this stage 
distractability of attention is very marked. Talk is so rapid as to verge on 
incoherence. In fact, the psychiatrist is likely to speak of the patient's flight 
of ideas, meaning by this phrase that excitement is driving the patient to 
flit from one topic to another with such vehemence that inhibitory control 
appears to be nonexistent. Ideational association is so speeded up that 
speech is almost continuous with the words gushing forth in a torrent of 
irrelevant comment, profane expletives, and excited chatter. General motor 
behavior takes place at a similar tempo of uncontrolled, feverish haste. 
Under the circumstances, the patient’s grasp of his surroundings is likely to 
be so inadequate that he may be lacking in orientation, In some respects 
acute mania resembles the condition of the alcoholic patient who is already 
somewhat disoriented, his initial good-humored exuberance on the wane, 
anda confused belligerence about to take its place, so that fighting behavior 
seems to be in the offing. However, unlike the alcoholic the manic patient 
does not become a victim of a toxic stupor. On the contrary, his excitement 
may interfere with sleep, so that insomnia is a common accompaniment 
of this level of the manic phase of manic-depressive psychosis. 

In patients whose condition justifies the designation of hypermania all 
self-control seems to be in abeyance and the press of manic impulsiveness 
floods the patient’s musculature in an overwhelming overflow. As a result 
activity is extreme and not infrequently violent. The patient may tear off 
his clothing, hurl objects across the room, shout and gesticulate, and rush 
around in a furor of excitement that may leave him exhausted after some 
hours. His distractability is so extreme that illusions and hallucinations take 
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place because of the fragmentary) nature of his sensory impressions. As 
might be expected, the hypermanic patient is so driven by excitement that 
he neglects to pause for meals or rest. In other words, eating, sleeping, and 
all routine behavior is swept aside by the violence of the manic outburst. 

Depressed Type. In the depressed phase of the psychosis we note al- 
most the precise contrary of the symptoms characteristic of the manic 
phase. Instead of elation or exaltation there is dejection; in place of psycho- 
motor acceleration one finds psychomotor retardation. Similarly, flight of 
ideas is replaced by retardation of ideas. Distractability of attention yields 
to morbid preoccupation with a single theme of self-condemnatory nature. 
The patient keeps referring to his sinfulness, or his worthlessness, or de- 
spondency, and it is hard to distract him from this morbid self-reference. 
Furthermore, the manic patient is apt to be a menace to others, especially 
in the hypermanic phase when violent action dominates. This contrasts 
with the depressed patient, who is primarily a menace to himself in that 
the possibility of suicide is an ever-present risk. But even the depressed 
patient may be viewed as a potential menace to others in case he should 
believe that he ought to save his family from the kind of suffering he is 
undergoing. In other words, sometimes a depressed patient will not only 
take his own life but also that of his children; but the motivation is not 
one of angry hostility. Instead, he is prompted to view life as mean, sordid, 
and utterly hopeless. He finds it hard to think of his children growing up 
to suffer as he is suffering. He regrets having brought them into the world. 
His own suffering is so acute that he cannot tolerate the thought of his 
children suffering this way; hence, according to this morbid frame of refer- 
ence, he decides to do the merciful thing by including them in his plans for 
death. Of course not all psychotically depressed patients react in this way, 
but some of them do; hence the need for qualifying what was said about 
this class of patients being more dangerous to themselves than to others. 
But the danger of suicidal impulses is common to all cases of psychotic de- 
pression, and for this reason alone the condition is not to be treated lightly. 
As in the manic phrase, variations in intensity are ordinarily classified into 
three levels: mild depression, marked depression, and, what may be viewed 
as a separate clinical type — stuporous depression. 

The level of mild depression is sometimes also described as simple re- 
tardation, for there is a slowing up of thought and action. In many respects 
the patient gives the impression of being a victim of the “ blues.” He seems 
morose and altogether devoid of enthusiasm. Self-depreciation and lack of 
self-confidence are prominent characteristics of his demeanor. His work 
suffers because he tackles it in uncertain, languid fashion as he berates him- 
self for his lazy inefficiency. Due to his lack of confidence in himself he 
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cannot plunge in and dispose of his vocational or professional responsibili- 
ties in a resolute, businesslike manner. Instead, he vacillates and broods 
over what to do next, or wishes he could mobilize enough interest in his job 
to get it under way. In brief, his initiative is at a low ebb and he feels power- 
less to do anything about it. Even relatively trivial tasks may loom up as 
colossal burdens. He fecls himself to be useless, incompetent, and ineffec- 
tual. Life seems bleak and the future hopeless. His slow, hesitating speech 
and lacklustre eyes are in keeping with this despondent outlook. 

Patients whose psychotic despondency is classified as that of a marked 
depression exhibit an exaggeration of all the symptoms just enumerated as 
attributes of a mild depression. Initiative is more severely impaired and the 
psychomotor retardation more marked. In addition, the patient is apt to 
complain of such troubles as constipation and loss of appetite, as if his 
general retardation also made for sluggishness of metabolic functions. The 
resulting hypochondriacal attitudes may sometimes mislead his friends and 
even a physician into thinking that his depression is caused by disturbed 
digestion. Or else, as often happens, when the patient complains of in- 
somnia as well, lack of sleep is mistakenly stressed as the chief etiological 
factor. Actually, of course, these somatic disturbances are more likely con- 
sequences of the depression even though, once present, they may exercise 
some influence on the depressive factors in turn. In fact, when the depres- 
sion disappears the somatic complaints tend to cease as well. But merely 
doing something about the constipation alone, for example, is not likely to 
shorten the duration of the depressive phase. 

Stuporous Depression. The most serious level of the depressive phase 
is aptly designated as a stuporous depression. It is so extreme as to justify 
classification as a separate clinical manifestation of the manic-depressive 
psychosis. At this level the psychomotor retardation is so extreme that the 
patient is almost inert. If he speaks at all in response to questions, his talk 
will be limited to monosyllabic utterances. In both mild and marked de- 
pressions there is a disinclination to see people and to have visitors. How- 
ever, the stuporous patient behaves as if he wants to cut himself off from 
all social contacts. He may be so unresponsive to what is going on around 
him and within his body that he ignores pleadings to eat or the demands 
of eliminative impulses. This kind of extreme stuporous behavior some- 
times calls for tube feeding and diligent nursing care to prevent bed sores, 
as the patient refuses to exercise even enough initiative to shift his bodily 
position from time to time during the day. The psychotic status of the de- 
pression is clearly evident in this very extreme manifestation of acute de- 
spondency, the patient behaving as if he no longer cared about anything 
at all. It suggests complete surrender to catastrophic despair. 
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Circular Type. As was mentioned before, even though hypermania 
seems so radically different from stuporous depression as to suggest two 
unrelated syndromes, the fact that some patients exhibit both sets of symp- 
toms points to an underlying common basis for all of the clinical types of 
the disorder, and seemingly justifies a term like manic-depressive psychosis. 
Patients whose affectivity is so labile that a cycle of depression followed by 
elation (sometimes in recurrent pattern over a long period of time) domi- 
nates the clinical picture are said to exemplify the circular type of manic 
depression. The shift from depression to manic behavior or vice versa takes 
place directly, without any transitional neutral or “ normal " affective level 
being interpolated. Because of this oscillation from one emotional extreme 
to the other the adjective circular is aptly chosen. A possible interpretation 
of the dynamics underlying this oscillation is to assume that the patient 
may be struggling with his personal troubles by shifting from attitudes of 
attack to those of surrender — now deciding to fight it out, and now de- 
ciding that the cause is hopeless and all is lost. In this way, at least specu- 
atively, one can bring the psychology of the circular type into line with 
the affective fluctuations of the fighter who, within the span of a short 
time, can experience the elation of an anticipated victory followed by the 
despair of a threatened defeat. 

Agitated Type. The threat of impending defeat, or failure, or personal , 
disaster does not necessarily leave the victim slumped over in a condition 
of fatalistic acceptance of the doom about to descend upon him. He may 
be prompted to struggle to find some way of escape. When this happens 
he will be despondent because he realizes the futility of his efforts, and yet 
excited in his panic-like efforts to effect a rescue. His agitation will be mani- 
fest in the wild rush of ideas occurring to him and in the restless kind of 
gesticulation in which he indulges as he finds it impossible to be relaxed. 

This general picture applies to those manic-depressive patients who are 
said to suffer from the agitated type of depression, but the absence of psy- 
chomotor retardation shows the condition to be different from that of 
patients belonging to the depressed type. In fact, their rush of talk and 
constant motor activity is reminiscent of the psychomotor acceleration of 
the manic type. Their status may be described as akin to worried excite- 
ment in which the worry stands out most strongly. These patients tend to 
blame themselves in an almost never-ending stream of self-condemnatory 
talk. They exaggerate their failures and shortcomings into major sins. ‘They 
act as if all self-respect were gone and as if they feel that no one could have 
regard for them. Their worry is an active one that keeps gnawing away Te- 
lentlessly to keep them agitated and tense. These tensions are so obvious 
to the observer that another name for this clinical type is that of tension 
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depression. Some clinicians regard it as a mixed type, since it is character- 
ized by both manic and depressive symptoms. Incidentally, some cases of 
manic-depressive psychosis are hard to diagnose because they reveal another 
kind of mixture of symptoms, those of schizophrenia. This applies especially 
to some of the stuporous cases in which the stupor suggests catatonic indif- 
ference. Occasionally the history of the development of the symptoms, plus 
the pre-psychotic personality picture, enables one to hazard a differential 
diagnosis. In other cases it is closer to fact to describe the condition as a 
“ manic-depressive reaction with schizophrenic coloring," while in still 
others the diagnostician may feel constrained to play safe by employing a 
more general diagnostic label like mixed manic-depressive reaction. 

Psychotic Depressive Reaction. It will be recalled that in discussing the 
neurotic-depressive reaction considerable stress was placed upon the role of 
guilt reactions. Such guilt reactions may, however, become so magnified 
as to overwhelm the patient and render it impossible for him to dwell upon 
anything else. In fact, he may find himself interpreting neutral external 
events as if they had some bearing on such acute feelings of guilt, worth- 
lessness, or despair precipitated by whatever it was that touched off his de- 
pressive reaction in the first place — the death of a parent, business failure, 
or the imprisonment of a son. When such misinterpretation of external 
events occurs it means that the patient is losing contact with reality. 
Should it be extreme, he would be suffering from a psychosis. In brief, the 
psychotic depressive reaction differs from the neurotic one chiefly in that 
the latter applies to patients whose depressions are not so devastating as to 
tear them loose from their normal moorings in the world of ethico-social 
reality, while the former is found in patients whose reactive depressions re- 
sult in a psychotic distortion of this kind of reality. 

Involution Melancholia. As middle age draws to a close and old age 
looms up ahead, adjustment problems can become very acute. In some 
instances a psychotic breakdown may occur in this period. Provided there is 
no history of any prior manifestation of a manic-depressive episode, the 
breakdown may be classified as a case of involution melancholia — if symp- 
toms of an alarming depression stand out as conspicuous features of the 
clinical picture and no other diagnostic category seems relevant. The reac- 
tion known as involution melancholia very often resembles an agitated de- 
pression as the patient becomes tense over real or imaginary shortcomings 
and failures. Feelings of guilt and self-condemnatory attitudes are promi- 
nent, as are feelings of anxiety, worthlessness, and the expectation of pun- 
ishment or disaster of some sort. In genera’ 
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secution as the patient comes to believe that the agony experienced is due 
to external agencies. Since such agony involves visceral tensions, there may 
also be complaints of digestive and other bodily ills. 


STRUCTURAL PSYCHOTIC DISORDERS 


The group of psychotic disorders outlined in the previous section were 
seen to be of especial significance for the psychiatrist and the abnormal psy- 
chologist. For in the absence of any “known organic etiology” to which 
they can be attributed, both descriptive and explanatory accounts of their 
nature must be couched in distinctively psychological categories referring 
to the cognitive, affective, and volitional aspects of behavior. ‘This general 
frame of reference justified their designation as functional psychoses. 

Opposed to this frame of reference is the one growing out of a consid- 
eration of cases in which “ organic etiology " plays a major role. In terms 
of the traditional concepts of abnormal psychology already discussed in 
previous chapters, this other frame of reference deals with the structural 
psychoses. In the language of the Technical Bulletin of the United States 
Army whose nomenclature is being employed in the present account, these 
structural psychoses may be thought of as “ psychoses with demonstrable 
etiology or associated structural changes in the brain, or both.” 

Quite obviously, the demonstrable brain pathology is to be viewed as 
primary in these cases. In some respects these structural psychoses should 
be considered as being of medical or neurological, rather than of psychologi- 
cal import. As a consequence, there is no need for a text in abnormal psy- 
chology to devote as much space to them as to the functional psychoses. 
For purposes of the present outline it will suffice to enumerate the various 
kinds of organic disturbances which may result in psychotic manifesta- 
tions.'* 

Infectious Psychoses. Brain infections are often associated with mental 
diseases. Syphilis, as has already been noted, may result in what has been 
called general paralysis of the insane or paresis. About five percent of un- 
treated syphilitic patients become paretic. As the disease progresses all 


18 The Technical Bulletin disposes of these in a brief paragraph. Somewhat more 
extensive orientation will prove helpful for the student of abnormal psychology. Conse- 
quently, the listing of structural disorders as given in this section will follow the * Offi- 
cial Classification of Mental Disorders, as Revised and Adopted by the Committee on 
Statistics and Approved by the American Psychiatric Association at its 1934 Annual 
Meeting.” This is the most widely used classification in American psychiatric institutions. 
A complete copy of it is available in the following book: Rosanoff, A., Manual of Psy- 
chiatry and Mental Hygiene (7th ed.). New York, John Wiley, 1938, pp. 967-985. j 
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mental and motor functions become affected, until in the final stages there 
is complete personality disintegration. 

Inflammation of the meninges, or membranes covering the brain cortex, 
results in meningitis. This infectious process may also give rise to mental 
disturbances. So may the condition known as encephalitis, popularly 
called sleeping sickness. Both meningitis and encephalitis are especially 
serious when children are stricken. The former condition sometimes impairs 
brain functioning to such an extent that the child is left mentally retarded. 
In fact, about two percent of institutionalized cases of mental deficiency 
are attributable to meningitis. Encephalitis is of especial interest for the 
abnormal psychologist because some cases of juvenile delinquency and be- 
havior difficulties in children are sequelae of this virus infection. 

Alcoholic and Other Toxic Psychoses. Many cases of mental disorder 
associated with exogenous drugs of a toxic kind are to be classified under 
the caption of Addiction as brought out in a previous section. However, 
those cases in which the symptom picture can more plausibly be accounted 
for in terms of direct toxic involvement of cortical functioning may be 
viewed as coming within the scope of structural psychoses. At all events 
the close relationship between alcoholism and drug addiction on the one 
hand and integrity of brain functioning on the other reveals the difficulty 
of always maintaining a sharp line of demarcation between functional and 
structural psychoses. 

Traumatic Psychoses. In the chapter dealing with memory disturbances 
the direct effect of some brain injuries on memory efficiency was mentioned. 
A very small percentage of cases of brain trauma may be followed by more 
widespread mental impairment sufficiently severe to justify admission to a 
psychopathic hospital. The diagnostic label may then read post-traumatic 
mental deterioration, or in some cases post-traumatic personality disorder. 

Psychoses Due to Disturbance of Circulation. Cerebral efficiency is, 
among other factors, dependent upon an adequate blood supply. Syncope or 
fainting may be the result either of cerebral anemia or hyperemia. In 
other words, loss of consciousness may follow from too little or too much 
blood in the arteries of the brain. Shock, cerebral hemorrhage, and heat- 
stroke are common causes of this type of circulatory disturbance. However, 
when there is more or less chronic impairment of cerebral circulation, such 
as accompanies cerebral arteriosclerosis — hardening of the arteries of the 
brain — then, instead of a brief period of fainting, one may observe a pro- 
gressive deterioration of mental efficiency that often requires institutional 
care. Many senile psychoses are due to or associated with this kind of cir- 
culatory disturbance. The psychotic symptoms may vary from rather 
troublesome memory lapses to serious disturbances of judgment and orien- 
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tation. Both cognitive and affective control are often conspicuously def- 
cient, so that the patient has trouble persevering in an assigned task or in 
governing his impulses. In brief, very extreme degrees of personality disinte- 
gration may be consequences of such circulatory disorders. 

Psychoses Due to Convulsive Disorders. The term convulsive disor- 
ders refer to epileptic manifestations. This should not be taken to mean 
that every epileptic is either psychotic or a potential psychotic. What it 
does mean is that not uncommonly psychotic behavior is associated with 
some severe cases of epilepsy. 

At one time epilepsy was regarded as a functional disease *® because of 
the absence of any signs of gross pathology when the brain is subjected to 
post-mortem examination. However, it now seems to be fairly well estab- 
lished that seizures are related to some inherent anomaly of brain organiza- 
tion as revealed by disturbances of the rhythms of electrical potential re- 
corded by means of electroencephalography. In popularizations of scientific 
developments these rhythms have come to be called “ brain waves.” In the 
normal individual these waves are characterized by a fairly definite peri- 
odicity or rhythm. 

In the epileptic patient the EEG (electroencephalogram) shows a char- 
acteristic disturbance of this rhythm." This disturbance of periodicity or 
cerebral dysrhythmia, it now appears, is the neural basis for convulsive sei- 
zures. It may be viewed as the fundamental cause with various idiosyncrasies 
of diet, exercise, and emotional tension serving as accessory causes. What 
this means is that factors other than the disturbed electrical rhythm are 
involved in the precipitation of seizure states; for not all people whose 
EEG's reveal cerebral dysrhythmia are subject to epileptic convulsions. 
Such dysrhythmia is a necessary but not a sufficient cause, Extreme fatigue, 
indiscretions in eating, alcoholic excess, emotionalized argument, and simi- 
lar departures from a regime of calm living are common examples of the 
kinds of factors which touch off seizures in those prone to convulsions. 
Incidentally, control of seizures is brought about by teaching the epileptic 
to avoid the precipitating factors operative in his case, as well as by having 
him take drugs known to inhibit convulsions. 

Psychoses Due to Metabolic Disturbances, There are several clinical 
conditions of interest to the abnormal psychologist because they demon- 
strate the dependence of mental health on metabolic efficiency. The term 

38 As recently as 1941 a widely consulted Medical Dictionary defined epilepsy as 
“a chronic functional disease characterized by fits . . .” Cf. Dorland, W. A. N., The 
American Mlustrated Medical Dictionary, Philadelphia, Saunders, 1941, p. 503. 

17 Lindsley, D. B., “ Electroencephalography,” in Personality and the Behavior Dis- 


orders (J. McV. Hunt, ed.). New York, The Ronald Press, 1944, Vol. II, pp. 1033- 
1103, 
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metabolic is used in a very broad sense in this context. It refers not only to 
body chemistry in general, but also to all those physiological functions hav- 
ing a bearing on growth, maturation, aging, or those biochemical processes 
by virtue of which the human organism is transformed from a tiny infant 
to a mature adult and then to a wrinkled victim of extreme senility. In 
many cases disturbances of these developmental functions result in mental 
disturbances; hence the relevance of this category of metabolic disorders in 
a book dealing with abnormalities of mental life. As might be expected, 
a large number of specific clinical entities of psychiatric import fall within 
this category, so that their consideration here will have to be limited to 
those of especial importance for the student of abnormal psychology. 

Some abnormalities of mental functioning are due to endocrine disturb- 
ances, As was mentioned in Chapter 7, one type of feeblemindedness, 
cretinism, is known to be a consequence of insufficient thyroid secretion. 
Some cases of diabetes may also be complicated by mental symptoms. 
Diabetes, it will be recalled, involves disturbance of sugar metabolism as a 
consequence of dysfunction of the endocrine portion of the pancreas. ‘That 
a patient may lose consciousness or become a victim of diabetic coma as a 
result of failure to treat the disturbed sugar metabolism is too well known 
to require more than passing comment. There are still other mental compli- 
cations associated with endocrine irregularities, but we need not enumerate 
them here. It must suffice to note the importance of the close relationship 
between mental integrity and normal body chemistry. 

From what little has already been stated regarding the broad scope of 
the concept of metabolic disturbances, it should be obvious that many 
clinical conditions involving mental abnormalities are involved here. As 
has already been implied, the senile psychoses not attributable to circula- 
tory disturbances would be classified in this group. So would those psy- 
choses associated with the period of involution, or the period of transition 
between the vigor of middle age and the onset of senescence. In women 
this period of involution is marked by the appearance of the menopause. 
However, both sexes are subject to serious mental disturbances during this 
period. These disturbances are often referred to as involution melancholia, 
and include feelings of hopelessness, inferiority, and worthlessness as the 
patient comes to think of himself as having outlived his usefulness and 
being no longer needed either by his family or his employer. He worries 
about his economic security as he fears the loss of his earning power. In 
many respects involution melancholia thus involves a fear of old age and 
all that this implies in terms of waning energy, loss of mental alertness, 
and progressive reduction of ability to do one’s work efficiently. In other 
words, the metabolic changes incident to growing old demand adequate 
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psychological adjustments if the psychotic depression characteristic of in- 
volution melancholia is to be dealt with intelligently, and in line with 
the demands of emotional maturity. If the failure to make such adjust- 
ments seems to be the focus of the depression, then one may think of the 
given case as primarily functional. Should the metabolic factors be more 
prominent, then the case would be classified as organic. 

Psychoses Due to New Growth. One other structural change that mer- 
its attention in this hasty outline of organic psychoses is that due to brain 
tumor. The details of this unfortunate condition belong to textbooks of 
clinical neurology. For present purposes it is enough to point out that 
serious changes in sensation, perception, mood, and the personality as a 
whole may be the result of tumorous growths within the substance of the 
brain. Though relatively rare they are not uncommon, and the competent 
psychiatrist is on the alert for early symptoms, so that he will not confuse 
an incipient brain tumor with what a less competent specialist might call a 
neurosis or functional psychosis. 

Organic Psychoses Due to Unknown or Hereditary Causes. In some 
respects the mental disorders attributed to brain tumor might well be sub- 
‘sumed under the present heading, for the etiology of brain tumor is also 
unknown. However, the “ official classification " on which the present ex- 
position of structural disorders is based lists the brain tumor cases in one 
category, and introduces a separate one for “ psychoses due to unknown or 
hereditary causes, but associated with organic changes.” What this involves 
is a conceptual scheme in terms of which all organic psychoses not attrib- 
utable either to tumorous growths or any of the previously mentioned etio- 
logical factors of somatic nature are to be grouped together. In brief, the 
present caption reminds one of a classificatory system in which provision 
has been made for almost every item to be filed away under a revealing 
heading, with those left over tucked away in a “ miscellaneous ” file, 

Among the “ miscellaneous ” pathological conditions coming under the 
present heading mention might be made of such clinical entities as amau- 
rotic family idiocy, Huntington's chorea, and paralysis agitans. These three 
will suffice for purposes of illustration. 

Amaurotic Family Idiocy is a relatively rare disease of hereditary origin 
characterized by blindness, degeneration of brain cells, atrophy of muscles, 
and feeblemindedness. There are various forms of the disease commonly 
recognized, depending on the age at which the initial symptoms emerge. 
In the infantile type babies of three or four months may be afflicted, The 
juvenile type occurs between the ages of six and twelve, and terminates 
fatally in about two years. There is also an adult form of the disease develop- 
ing after the adolescent years, but hardly ever beyond the age of thirty. 
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Huntington’s Chorea. Another degenerative disease of hereditary ori- 
gin is known as Huntington's chorea. This too is a somewhat rare condition, 
but, unlike the disease just mentioned, it does not manifest itself until after 
the age of thirty. There is a progressive loss of motor control in the way of 
choreic movements, like those associated with St. Vitus’ dance. ‘There is 
violent grimacing and twisting of the facial musculature, and a character- 
istic jerking motion as the patient walks. The muscular impairment renders 
speech abnormal. Along with this muscular impairment there is a gradual 
deterioration of mental functions including memory disturbances, irritabil- 
ity, sometimes suicidal impulses, and, as the deterioration continues, com- 
plete dementia supervenes. Many of these cases of Huntington’s chorea 
are not recognized as psychotic in the early stages. Not until impaired 
judgment brings about the patient’s arrest on such charges as sex delin- 
quency, assault, or other criminal behavior is the existence of a disease 
process suspected. 

Paralysis Agitans, or what is sometimes referred to as the “shaking 
palsy” is often, though not always, complicated by psychotic symptoms. 
The portion of the brain known as the lenticular nucleus is usually found 
to be damaged upon post-mortem examination. The condition thus belongs 
to the organic group. However, just what causes the pathology of the nu- 
cleus in question has not yet been established; hence the condition is classi- 
fied as being of “ unknown origin.” The fact that many cases seem to follow 
epidemics of encephalitis has caused some investigators to suspect that, 
eventually, paralysis agitans will be listed as of infectious origin. 

The mask-like expression of these patients, along with rhythmical trem- 
ors while they are awake, make it easy to recognize the disease. There is also 
a characteristic rigidity of the body as the patient engages in such activities 
as walking, eating, lifting, or writing. In walking, for example, he acts as 
if he were being propelled. This rigidity is a consequence of the loss of such 
involuntary associated movements as are exemplified by the swinging of 
the arms of the normal person as he takes a stroll, or the play of facial 
muscles in conversation. The mental symptoms include depression, para- 
noid ideas, extreme anxiety, and sometimes ideas of suicide. Whether 
these symptoms are an intrinsic part of the disease process per se or a reac- 
tion to the hopelessness of the situation is still an unsettled issue. 


17. Therapy: Psychoanalytic and 
Allied Approaches 


For THE MOST PART the preceding chapters were concerned with problems 
of etiology, symptomatology, differential diagnosis, and psychodynamics. 
Problems of therapy and treatment were relatively neglected. From this 
point on, however, our attention will be devoted to these problems. 

No attempt will be made to present an exhaustive account of contem- 
porary techniques of treating the various disorders mentioned in Chap- 
ter 16. This would require several separate volumes, not only because of 
the relatively large number of such techniques, but also because of the wide 
differences of opinion regarding the soundness of the theoretic presuppo- 
sitions upon which many of them are based. The task of exposition is fur- 
ther complicated by the fact that treatment techniques sponsored by ad- 
herents of a given “ school” have not remained static but have undergone 
numerous changes through the years, and continue to be the subject of 
controversy today. Under the circumstances, it is easy to lose one's bear- 
ings in the seeming confusion and wide diversity of opinion regarding the 
nature of psychotherapeutic and related techniques. To avoid this it will 
be advisable to limit our discussion to some broad principles and basic 
concepts calculated to bring a semblance of order into what, in many re- 
spects, gives the impression of chaos, as one reads widely in the relevant 
literature. 


THE FIELD OF TREATMENT TECHNIQUES 


Were some alienist of the year 1850 to be reincarnated long enough to 
spend a month visiting modern psychopathic hospitals, child guidance cen- 
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ters, the consulting rooms of psychiatrists, psychoanalysts, psychologists, 
and others engaged in the diagnosis and treatment of the mentally dis- 
turbed, he would be a very bewildered alienist. The vocabulary would be 
unfamiliar, the apparatus strange, and the procedures mystifying. This is 
another way of saying that modern methods of dealing with these disturb- 
ances are, for the most part, less than a hundred years old. 

Our hypothetical alienist would know nothing about intelligence tests, 
measurement of brain damage, projective techniques, and statistical checks 
on the reliability of obtained differences. He would not have heard of elec- 
troencephalography and numerous other neurological techniques. In par- 
ticular, he would be puzzled and perhaps horrified as he observed patients 
being rendered unconscious by means of electric shocks or the injection 
of chemicals. As he wandered through the operating room of a mental 
hospital he would be equally puzzled by the kinds of brain operations un- 
dertaken as routine treatment for some types of patients. In another room 
he might see a patient stretched out on a couch telling about his earliest 
impressions of “life with father,” while his physician at the head of the 
couch is busy noting down these impressions. This procedure would puzzle 
him too. On his visit to a child guidance clinic he would see equally strange 
procedures: youngsters smearing paints, pounding on plasticine figures, 
slaying house, or screaming at the psychiatrist. The information that this 
was all part of the treatment of emotionally disturbed children would leave 
him mystified and skeptical. At another clinic he might see a small group 
of patients behaving as if they were rehearsing a play, and be perplexed to 
earn that this, too, was considered treatment. In this instance, he would 
be told, the entire group was receiving treatment. 

By this time he would find himself so confused that he might be re- 
uctant to inspect still other treatment procedures. Even though he might 
have been one of the outstanding mental specialists of the 1850’s, he would 
find it impossible to understand the rationale of any of these techniques 
of the 1950's as he watched them being carried out. Unfortunately, were 
he to ask for enlightenment, his confusion would only increase, because 
in many instances the modern practitioners might not agree among them- 
selves regarding the underlying theory of particular treatments they were 
employing. Some of them would even be frank enough to confess their 
inability to account for the seeming success of some specific treatment 
they were using. Others would question the soundness of some colleague's 
technique, while confidently justifying their own favorite procedures. 

The bewildered alienist could only conclude that, while drastic changes 
had taken place in the last century, these did not constitute straightfor- 
ward lines of progress, and that there was evidence of much that was para- 
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doxical and even contradictory in what he had observed and been told. On 
the assumption that he was a man of orderly habits of thinking it would 
help to sketch what he might have written out as he brought his notes in 
order before returning to his resting place. He would very likely discuss 
these under various headings, and we may borrow his outline as we pro- 
ceed to survey the field of modern treatment techniques. 

Range and Diversity. The diversity of treatment procedures can be 
viewed in part, as reflections of the variety of disorders and diseases to be 
treated. In terms of the major categories of psychopathology it is obvious 
that cases of mental deficiency call for a different type of treatment from 
cases of neurotic conflict and that, in general, functional disorders cannot 
be handled like structural ones. The latter are primarily medico-surgical 
matters, to the extent that specific modes of treatment have been worked 
out for them. Thus cases of paresis call for whatever has been found serv- 
iceable in the treatment of neurosyphilis. Epilepsy is now treated with 
sodium dilantin, bromides, and other anti-convulsants. Brain tumor some- 
times responds to surgery. In many of the other organic conditions treat- 
ment is still largely symptomatic. Because there is very little of distinctively 
psychological import in these medico-surgical attacks on the structural dis- 
orders, they need not be elaborated upon in a textbook dealing with ab- 
normal psychology. Accordingly, they will receive but passing mention in 
the pages to follow, since our chief concern will be to understand the ra- 
tionale underlying the multiplicity of proposals for treating the functional 
disorders. 

As might be expected, the methods devised for dealing with functional 
neuroses have been very different from those applied to functional psy- 
choses, with some overlap of methodology applicable to both categories 
under certain circumstances. By way of explaining this overlap it might be 
pointed out that techniques of persuasion and reassurance have been used 
in dealing both with neurotics and with psychotics as incidental modes of 
treatment. However, the so-called “ shock therapies” are used almost ex- 
clusively with psychotic patients. On the other hand, psychoanalysis and 
its offshoots are treatment procedures for neurotic patients. In addition to 
the foregoing, there are techniques of counseling troubled individuals 
which have come to the fore in recent years, and which deserve to be in- 
cluded in a general survey of treatment procedures. 

In this preliminary sutvey it might also be pointed out that various 
adjuvants to the aboye main techniques have also come to be recognized 
as part of the armamentarium of the well-equipped specialist in the treat- 
ment of the mentally disturbed. These include methods for inducing pa- 
tients to relax by means of sedatives, or continuous baths, or hypnosis, or 
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actual training in muscular relaxation. They also include the use of as- 
signed tasks in the mastery of new skills such as weaving, painting, knitting, 
typing, leather work, and many others falling within the scope of occupa- 
tional therapy. Nor should the utilization of selected reading material be 
overlooked in the treatment of some patients. This use of reading mate- 
rial is called bibliotherapy. Furthermore, in handling emotionally disturbed 
children, as has already been mentioned, use is made of play therapy tech- 
niques. And some would even consider music as one of these adjuvants 
when they refer to musicotherapy. If hypnotic suggestion plays a role in 
the treatment plan, it is sometimes called hypnotherapy. There is no need 
to catalogue all of these adjuvants. The ones mentioned suffice to show 
the range and diversity of treatment techniques. 

Another way of demonstrating this range and diversity is to point to 
the fact that various schools of psychotherapy have come into existence 
within the past half-century. Everyone is familiar with Freud and his psy- 
choanalytic school, with Adler and his school of individual psychology, 
and Jung’s school of analytic psychology, even though the lines of cleavage 
among these schools may not always be clear. But not everyone knows how 
these three early pioneers of modern psychotherapy have paved the way for 
still other schools with their distinctive leaders and distinctive teachings. 
Among them are such contributors to contemporary concepts of therapy as 
Rank, Ferenczi, Anna Freud, Alexander, Horney, Sullivan, Fromm, Slav- 
son, John Rosen, Carl Rogers, and several others. Nor should the contri- 
butions of pioneers like S. Weir Mitchell, Janet, Bernheim, Dubois, Moll, 
Forel, Adolf Meyer, and others of non-psychoanalytic lineage be entirely 
overlooked. 

* Cultism " vs. Science. All these men had something unique to add 
to the increasing list of suggestions for dealing with functional disorders. 
It is out of the question to catalogue all of these suggestions here. What 
is more to the point is to note the fact that many of them are contradictory 
in import and constitute rival doctrines of psychotherapy. Without carcful 
study it would be rash for the student to choose among these doctrines, 
or to decide that one of these “schools” is “ correct” and all the others 
“false.” This kind of decision would simplify matters by giving one an 
“authority " upon which to lean and an “ orthodoxy " in which to believe. 
Rival teachings could then be ignored as “ heresy.” But this would not be 
proceeding along the path of scientific method. It is the way of the follower 
of a cult, and such a man soon ceases to be a critical thinker. He develops 
undue confidence in the teachings of his group and hard resistance to con- 
sideration of the teachings of others. He tends to dispose of controversial 
issues not by examining evidence, but by endorsing whatever stand is taken 
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by the cult leaders. Instead of thinking for himself he permits the leaders 
to think for him. 

This discussion of the antithesis between science and “cultism” is 
necessary on account of the emotionalized partisanship which has char- 
acterized the emergence of these various psychotherapeutic groups. Freud 
himself sometimes viewed the enunciation of new doctrines by his pupils 
as disloyalty. Some of these doctrines have since proved to be helpful ad- 
ditions to the general body of knowledge of psychotherapeutic principles, 
but their tenability failed to be perceived initially by adherents of estab- 
lished schools of psychotherapy. Partisan loyalty tends to blind one to evi- 
dence calculated to require modification of the system or cult of one's 
choice. 

In many respects, however, Freud set a splendid example for the mod- 
ern student to follow in seeking to find the “true path” in the maze of 
proposals made by adherents of differing schools of psychotherapy. He was 
relentlessly honest in his persistent examination of his own doctrines, and 
changed them when he found them no longer tenable in the light of new 
evidence. As an example we might mention his early view of neurosis as a 
product of repressed traumatic episodes, which was later supplanted by 
the emphasis he placed upon the role of the child's difficulties in finding 
satisfactory expression for its instinctive urges within the family setting. 
He even reversed himself with respect to the part played by anxiety in 
neurotic episodes. Originally, he regarded anxiety as the consequence of 
repressed impulses threatening to break through the patient's inhibitory 
barriers. Later, he came to view repression as the consequence of anxiety. 
This was a frank acknowledgment of the need to account for the instiga- 
tion of repressive processes. He came to attribute such instigation to fear 
of consequences, hence this fear or anxiety was now regarded as the ante- 
cedent instead of the consequence of repression. Whether the views are 
mutually exclusive or supplementary need not be argued here. It is more 
relevant to see the shift as evidence of Freud's unwillingness to regard his 
system as completed and not requiring modification as new data accu- 
mulated, 

This sort of flexibility in his system-making was also apparent when he 
began to examine the psychology of the neurotic breakdown suffered by 
soldiers of World War I. He found that his earlier formula, centering 
around repressed sexuality and troubles with Eros, was not adequate to 
account for these neurotic symptoms. Accordingly, he introduced his con- 
cept of Thanatos, or the death instinct. Some of his ardent followers were 
shocked by this daring break with the system’s previous devotion to the 
libido theory and its embellishments, but this can now be seen as possibly 
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the reaction of loyalty to a cult rather than to the demands of the critical 
evaluation of evidence. 

There is another way in which the need for such critical evaluation can 
be brought out. Let us assume that a young psychologist has, upon casual 
reflection, decided to lend his professional allegiance to Freud’s system of 
psychotherapy. Were he to limit his initial period of study to what Freud 
himself has written, he would have to tackle the seventeen volumes of the 
Collected Works. These volumes cover a period of almost sixty years of 
restlessly roving psychoanalytic inquiry. Under the circumstances, he 
would be well advised to ask himself whether one man could have written 
so much over so long a stretch of time without being both right and wrong 
— that is, without occasionally sponsoring an untenable thesis along with 
the tenable ones. Put this way, both the ardent pro-Freudian as well as the 
embittered anti-Freudian might be induced to join our hypothetical stu- 
dent in his quest for a critically evaluated judgment of Freudian teach- 
ings. It is not a question of complete acceptance or complete rejection, but 
of separating the tenable from the untenable. 

The sole justification for making so trite a recommendation is to be 
found in the behavior of many who have engaged in acrimonious discus- 
sions of Freudian psychology. They have acted as if more than a question 
of scientific evidence were involved, as if one had to take sides as in po- 
litical debates and vote one way or the other, with no room for suspended 
judgment on some issues, enthusiastic endorsement of others, and frank 
repudiation of still others. They would even ask, “ Do you believe in psy- 
choanalysis? " as if so complex a body of doctrine and such an involved 
technique of investigation could be answered by a categorical “ yes-no” 
type of reply. To sift the evidence exhaustively would be a momentous 
task. It would be hard enough, as was just indicated, if restricted to Freud’s 
writings alone. But if it were to include all that has been written on the 
subject, it would be a tremendous task. As Boring* has recently pointed 
out, a bibliographic compilation published in 1928 lists 4739 articles and 
books on psychoanalysis published between the years 1893 and 1926 alone. 
Another deluge of writings on the same subject has poured from the presses 
of the world since 1926. Quite obviously, both truth and error are bound to 
be found in such a mass of material, and neither blanket acceptance nor 
blanket rejection can be justified under the circumstances. Incidentally, 
this need for critical appraisal is by no means restricted to psychoanalytic 
teachings. It is just as applicable to all other schools of psychotherapy and 
to individual treatment techniques. 


1 Boring, E. G., A History of Experimental Psychology (zd ed.). New York, 
Appleton-Century-Crofts, 1950, p. 733- 
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by the cult leaders. Instead of thinking for himself he permits the leaders 
to think for him. 

This discussion of the antithesis between science and "cultism " is 
necessary on account of the emotionalized partisanship which has char- 
acterized the emergence of these various psychotherapeutic groups. Freud 
himself sometimes viewed the enunciation of new doctrines by his pupils 
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but their tenability failed to be perceived initially by adherents of estab- 
lished schools of psychotherapy. Partisan loyalty tends to blind one to evi- 
dence calculated to require modification of the system or cult of one’s 
choice. 

In many respects, however, Freud set a splendid example for the mod- 
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proposals made by adherents of differing schools of psychotherapy. He was 
relentlessly honest in his persistent examination of his own doctrines, and 
changed them when he found them no longer tenable in the light of new 
evidence. As an example we might mention his early view of neurosis as a 
product of repressed traumatic episodes, which was later supplanted by 
the emphasis he placed upon the role of the child’s difficulties in finding 
satisfactory expression for its instinctive urges within the family setting. 
He even reversed himself with respect to the part played by anxiety in 
neurotic episodes. Originally, he regarded anxiety as the consequence of 
repressed impulses threatening to break through the patient's inhibitory 
barriers. Later, he came to view repression as the consequence of anxiety, 
This was a frank acknowledgment of the need to account for the instiga- 
tion of repressive processes. He came to attribute such instigation to fear 
of consequences, hence this fear or anxiety was now regarded as the ante- 
cedent instead of the consequence of repression. Whether the views are 
mutually exclusive or supplementary need not be argued here. It is more 
relevant to see the shift as evidence of Freud’s unwillingness to regard his 
system as completed and not requiring modification as new data accu- 
mulated. 

This sort of flexibility in his system-making was also apparent when he 
began to examine the psychology of the neurotic breakdown suffered by 
soldiers of World War I. He found that his earlier formula, centering 
around repressed sexuality and troubles with Eros, was not adequate to 
account for these neurotic symptoms. Accordingly, he introduced his con- 
cept of Thanatos, or the death instinct. Some of his ardent followers were 
shocked by this daring break with the system’s previous devotion to the 
libido theory and its embellishments, but this can now be seen as possibly 
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the reaction of loyalty to a cult rather than to the demands of the critical 
evaluation of evidence. 

‘There is another way in which the need for such critical evaluation can 
be brought out. Let us assume that a young psychologist has, upon casual 
reflection, decided to lend his professional allegiance to Freud’s system of 
psychotherapy. Were he to limit his initial period of study to what Freud 
himself has written, he would have to tackle the seventeen volumes of the 
Collected Works. These volumes cover a period of almost sixty years of 
restlessly roving psychoanalytic inquiry. Under the circumstances, he 
would be well advised to ask himself whether one man could have written 
so much over so long a stretch of time without being both right and wrong 
— that is, without occasionally sponsoring an untenable thesis along with 
the tenable ones. Put this way, both the ardent pro-Freudian as well as the 
embittered anti-Freudian might be induced to join our hypothetical stu- 
dent in his quest for a critically evaluated judgment of Freudian teach- 
ings. It is not a question of complete acceptance or complete rejection, but 
of separating the tenable from the untenable. 

The sole justification for making so trite a recommendation is to be 
found in the behavior of many who have engaged in acrimonious discus- 
sions of Freudian psychology. They have acted as if more than a question 
of scientific evidence were involved, as if one had to take sides as in po- 
litical debates and vote one way or the other, with no room for suspended 
judgment on some issues, enthusiastic endorsement of others, and frank 
repudiation of still others. They would even ask, “ Do you believe in psy- 
choanalysis? " as if so complex a body of doctrine and such an involved 
technique of investigation could be answered by a categorical “ yes-no” 
type of reply. To sift the evidence exhaustively would be a momentous 
task. It would be hard enough, as was just indicated, if restricted to Freud's 
writings alone. But if it were to include all that has been written on the 
subject, it would be a tremendous task. As Boring * has recently pointed 
out, a bibliographic compilation published in 1928 lists 4739 articles and 
books on psychoanalysis published between the years 1893 and 1926 alone. 
Another deluge of writings on the same subject has poured from the presses 
of the world since 1926. Quite obviously, both truth and error are bound to 
be found in such a mass of material, and neither blanket acceptance nor 
blanket rejection can be justified under the circumstances. Incidentally, 
this need for critical appraisal is by no means restricted to psychoanalytic 
teachings. It is just as applicable to all other schools of psychotherapy and 
to individual treatment techniques. 

1 Boring, E. G., A History of Experimental Psychology (zd ed.). New York, 
Appleton-Century-Crofts, 1950, p. 733- 


476 Therapy: Psychoanalytic and Allied Approaches 


Problems of Appraisal. It is easier to urge critical appraisal of treat- 
ment techniques than to outline procedures for making such appraisals. 
Possibly the absence of generally accepted standards for judging the sound- 
ness of given psychotherapeutic suggestions is partly responsible for the 
multiplication of schools and techniques. 

Even in general medicine, where the variables to be controlled are nei- 
ther as elusive nor as numerous, the determination of a new drug's thera- 
peutic efficacy is not a simple task. Suggestions for curing the common cold 
are legion. The mere fact that the symptoms subside following a drink of 
whisky or taking a cathartic or sodium bicarbonate in orange juice, or 
whatever other “ certain remedy ” some solicitous friend urges, cannot be 
accepted as proof of the effectiveness of the particular j 


D 


“remedy ” em- 
ployed. For the most part, cold symptoms disappear even if no drugs are 
used. 

To establish the curative value of a given remedy one would have to 
follow customary scientific procedure, and experiment with enough cases to 
allow for the vicissitudes of colds of varying degrees of severity and dura- 
tion. What is more, there must be enough cases to permit a representative 
number to serve as control subjects. The latter would not receive the treat- 
ment under investigation, in order to supply a basis for evaluating changes 
in the experimental group. 

Furthermore, if one of the criteria of cure involved reports from the 
patients regarding their feelings of well-being as the remedy is being taken, 
then it would be necessary to take additional precautions to guard against 
the influence of suggestion. The mere fact that the patient believes some- 
thing is being done for him may have a tonic effect on his feelings in the 
absence of measurable physiological evidence of improvement. Accord- 
ingly, in a well conducted experiment the members of the control group 
would be given a placebo in the form of some neutral preparation that is 
known to have no bearing on the condition under investigation. In other 
words, both groups would be treated so as to arouse the conviction of 
something being done for them. Without such controls verbal reports of 
" feeling better” leave much to be desired as crucial scientific evidence. 

In the case of neurotic and other personality difficulties, it is even 
harder to check on the ‘soundness of particular modes of treatment by 
means of the kind of controlled experimental procedure just outlined. In 
the first place, the task of securing comparable groups of experimental and 
control groups is relatively easy in the latter kind of check, and fraught 
with almost insuperable difficulties in connection with the psychological 
check. How can the investigator find one thousand cases of uncomplicated 
conversion hysteria or anxiety state, or some other neurotic syndrome, so as 
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to have five hundred for his experimental group and five hundred for his 
control group? As was pointed.out in Chapter 14 in connection with Ash's 
study of diagnostic reliability, it is hard to obtain diagnostic agreement 
among mental specialists. Consequently, the investigator seeking to round 
up enough cases in a given diagnostic category should be much less confi- 
dent of the nature of his resulting clinical material than his fellow-investi- 
gator working on the problem of the common cold. 

In the second place, assuming the investigator has gone ahead and ac- 
cepted the announced diagnosis as correct, how shall he determine the 
reliability of the therapist's report of success in treating the given case by 
a given technique? As was just mentioned, the “ feeling-better” criterion 
is manifestly crude and uncertain as a criterion of therapeutic success. In 
addition to some particular mode of treatment, all kinds of chance circum- 
stances can make a neurotic patient “feel better” — at least transiently. 
Being invited to a party, getting a salary increase, the prospect of a new car, 
a sick child’s recovery, reconciliation with an estranged friend, and innu- 
merable other gratifying experiences can make him “ feel better.” Taken 
by itself, then, such a feeling is an unsafe criterion of therapeutic success. 

Elimination of overt symptoms of neurotic disability is a somewhat 
safer criterion. But here one deals with the troublesome problem of the 
duration of the improvement. The investigator should ask himself whether 
the symptoms were not replaced by others in the course of weeks or 
months. Very early in his career Freud * was troubled by this in his efforts 
to treat his patients by hypnotic suggestion. He found that “ most beauti- 
ful results could be suddenly erased” by changed personal events in the 
life of the patient. What looked like spectacular success in removing symp- 
toms proved to be illusory. Freud interpreted this to mean that hypnotic 
suggestion fails to get at the roots of the conflict. It removes symptoms 
without removing their cause or causes. For this as well as for other reasons 
Freud discontinued the use of hypnosis in his therapeutic work. 

There is a third issue to consider in this problem of appraisal of thera- 
peutic methods. This has to do with the fact that, irrespective of the cri- 
teria employed, all schools of psychotherapy report some success with their 
methods. Janet once wrote to the effect that the therapist who understands 
human nature well succeeds with any technique of psychotherapy he cares 
to employ. Adlerians, Jungians, Freudians, Rankians, and the followers of 
still other systems of psychotherapy all have “successes” to point to in 


their efforts to apply their principles to neurotic patients. 
As a more concrete demonstration of this issue we might note what 


2 See Freud, S., “ Selbstdarstellung,” in Die Medizin der Gegenwart in Selbst- 
darstellungen (L. R. Grote, ed.). Leipzig, Felix Meiner, 1925, Vol. IV, p. 16. 
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Landis? found in the course of a statistical study undertaken some years 
ago. He compared the figures reporting the therapeutic results achieved at 
the New York State Psychiatric Institute with those coming from the Ber- 
lin Psychoanalytic Institute. Since these two institutions represented rather 
divergent approaches to the treatment of neurotic disorder, it is interesting 
to find that for all the psychoneurotic cases, disregarding the sub-groups, 
both the New York and the Berlin institutions reported forty percent as 
* recovered or much improved.” It is tempting to ask why differing ther- 
apies should yield the same percentage of success. Of course, the finding 
would have been still more thought-provoking had Landis been able to lo- 
cate another group of mixed psychoneurotic cases who were not given any 
treatment whatsoever, in order to ascertain the percentage of recovery or 
improvement to be expected as the psychiatric equivalent of what the medi- 
cal man calls “ spontaneous recovery.” But even in the absence of such an 
additional piece of statistical information, the finding in question can 
serve to illustrate the need for extreme caution in arguing from therapeutic 
success to soundness of the theoretic doctrines underlying the modes of 
therapy which are being compared. 

In the present state of uncertainty regarding the relative excellence of 
rival schools of psychotherapy it is thus impossible to establish an order of 
merit by a statistical study of their respective records of therapeutic accom- 
plishment. For one thing, no such records of a complete and adequate sort 
are available. And even if there were, as has just been pointed out, they 
could hardly be used as a dependable means of establishing the relative 
soundness of the theories sponsored by the various schools. The history of 
medicine is replete with instances of erroneous theories yielding what at 
one time looked like genuine cures. 

There is no single, straightforward procedure by means of which to 
evaluate the different schools of psychotherapy.* The final verdict must be 
a resultant of numerous considerations. Among these are the degree to 


* Landis, C, “A statistical evaluation of psychotherapeutic methods," ch. 5 in 
L. E. Hinsie, Concepts and Problems of Psychotherapy. New York, Columbia Univ. 
Press, 1937. 

* "This does not mean that given schools do not have their ardent supporters. It is 
interesting to note, for example, that a classical Freudian like Fenichel, after granting 
the impossibility of supplying satisfactory statistical proof of the superiority of one mode 
of psychotherapy as compared with another, writes as follows: “ There is no doubt that 
psychoanalytic therapy leaves much to be desired. There are failures and partial suc- 
cesses. But there is also no doubt that psychoanalysis, as the only radical method, is the 
best method available for the treatment of neuroses.” Unfortunately, the critical reader 
is left in doubt concerning the evidence by means of which Fenichel succeeded in dis- 
sipating his own doubts regarding the “ best method” of treatment. (This discussion 
“ about statistics on therapeutic results of psychoanalysis " is to be found in Fenichel, O. 
The Psychoanalytic Theory of Neurosis. New York, Norton, 1945, pp. 581—582.) Ws. 
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which the theories of the school are congruent with established psycho- 
logical doctrines, the extent to which there may be supporting evidence 
from animal experimentation for some of these teachings, the internal con- 
sistency of the system, the heuristic value of the system in stimulating re- 
search ideas, the cogency of the clinical evidence reported by therapists 
who avail themselves of the system, and possibly such further considera- 
tions as duration and cost of treatment procedures involved in the system. 

A little reflection will show that it is hardly likely that any school of 
psychotherapy will prove to measure up to all these criteria in uniformly 
superlative fashion. It may consequently be desirable to avoid a premature 
endorsement of any one system to the exclusion of all others. Instead, a 
tentative endorsement of seemingly tenable aspects of different schools, 
while not calculated to result in a neatly articulated, closed theoretic sys- 
tem, might prove less disappointing in the long run. Considering the gaps 
in our knowledge of the etiology of the neuroses and the behavior disor- 
ders, we should not look for such a neat, closed system until these gaps are 
closed. A flexible, eclectic approach, rooted in the realities of critically 
evaluated clinical experience, has more to commend it than rigid adherence 
to the fixed dogmas of a single school or system. 


SOME EARLIER BASIC TEACHINGS 


Like systems of philosophy or of psychology, systems of psychotherapy 
tend to be organized around one or two key ideas which the given system 
stresses so prominently as to make it different from all other systems. De- 
tailed exposition of the various systems of psychotherapy cannot be com- 
pressed within the limits of a single chapter; it would call for a separate 
volume. Nevertheless, a serviceable way to bring out the complexity of fac- 
tors now suspected of being involved in some kinds of psychotherapy is to 
call attention to a few of the basic ideas differentiating one system or 
school from another. In other words, a few of the basic teachings of the 
sponsors of different theories will be introduced as a convenient way of 
getting a broad, if impressionistic, view of the horizons of psychotherapy. 
The objective will be to introduce a digest of the chief contributions of 
some of the influential thinkers who have shaped the course of modern 
views of psychotherapy. 

For purposes of expository convenience, the present section will deal 
with teachings of the earlier group of psychotherapists, starting with Freud 
and proceeding to contributions made by a few of his erstwhile pupils and 
associates. The next section will be devoted to the teachings of some later 
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workers who belong to the present generation of psychotherapists. That is 
to say, the present section will deal with the development of some broad 
ptinciples up through the 1920’s, while the next section will be concerned 
with subsequent developments from about 1930 to the contemporary 
period. 

The Impact of Freud. A brief outline of Freud’s views of functional 
disorders was presented in Chapter 2. There is no need to say more here 
except to point out once again that for Freud these disorders called for 
chief emphasis on motivation. Woodworth * has even maintained that 
“motivation was practically the whole field of psychology” for Freud. In 
general, it seems fair to regard the contemporary stress placed upon the 
value of a psychodynamically oriented interpretation of the functional 
disorders as a product of this Freudian emphasis. Even those who have 
deviated from the rest of Freud’s teachings have tended to retain some 
sort of motivational core in their own systems. The motives they retained 
as central may have been different from those Freud deemed pivotal, but 
at all events they seemed to follow Freud with respect to the importance 
of getting at the driving forces responsible for the patient’s symptoms. At 
the risk of a slight digression, it may be advisable to introduce a valuable 
observation made by Woodworth * in connection with this Freudian em- 
phasis on motivation. 

Unlike most of the academic psychologists, Freud did not discuss hu- 
man behavior in terms of the stimulus-response formula. By implication, 
this formula reduces the causation of behavior to the influence of stimuli, 
for a stimulus, it will be recalled, provokes a response. Etymologically con- 
sidered, the word stimulus means a goad. However, for Freud the goads 
determining neurotic behavior were referred to as intentions, motives, or 
wishes. The neurotic was regarded as driven or goaded by desire, and to 
be in a neurotic quandary because of the incompatibility of some of his 
desires. His symptoms were viewed as symbolic expressions of this conflict 
of antagonistic wishes. They were not due to chance or accident, but de- 
termined or caused by these wishes. This is the meaning of Freud’s doc- 
trine of psychic determinism. In the language of an old popular song it 
was as if Freud had said, “ Every little movement has a meaning all its 
own.” The task of the psychoanalyst is to find this meaning — to get at 
the instigating wishes or, to phrase it more accurately, to help the patient 
understand himself by bringing these hidden, disguised, or unconscious 
determinants of his neurotic behavior out in the open where they could 


5 Woodworth, R. S., Contemporary Schools of Psychology (rev. ed.). New York, 
The Ronald Press, 1948, p. 173. 


6 Ibid., pp. 173-174- 
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be recognized. To accomplish this it is necessary for the analyst to enable 
the patient to overcome the resistances interfering with such self-recogni- 
tion. This analytic process of breaking through the resistances in order to 
discover the hidden determinants of the neurotic conflict came to be known 
as the process of working-through the patient's difficulties. By thus working 
through his difficulties under the guidance of the analyst, the patient was 
enabled to secure the kind of insight requisite for a cure of his neurosis. 
‘This kind of guidance was said to be facilitated by the transference rela- 
tionship emerging during the course of psychoanalytic sessions. 

The foregoing review of some of Freud's key concepts was introduced 
to pave the way for an appreciation of the previously mentioned observa- 
tion made by Woodworth in connection with his discussion of Freud’s em- 
phasis on motivation and psychic determinism, As Woodworth sees it, ex- 
clusive preoccupation with motivation, to the neglect of the role of rational 
controls of behavior, makes the Freudian approach one-sided and incom- 
plete. If all behavior, normal as well as abnormal, is envisaged as the re- 
sultant of whatever conscious and unconscious motives may be clamoring 
for expression, one obtains a picture of the human being as the helpless 
shuttlecock of the driving forces of competing wishes. As was pointed out 
in Chapter 3, the psychoanalyst tends to view man as a rationalizing rather 
than as a rational animal. If this is so, Woodworth implies, then the value 
of helping the patient obtain insight into his competing motives might 
well be questioned. The sole justification for bringing an unconscious mo- 
tive to light, Woodworth maintains, is to enable the patient to face it 
squarely and so have “a chance of dealing with it rationally,’ and so ad- 
vancing toward a cure.” But what is implied by the notion of being able 
to deal with a problem rationally? It means, Woodworth says, that the 
patient’s ability to learn more intelligent ways of handling his problems 
“can be potent causative factors,” and that the doctrine of psychic deter- 
minism cannot be restricted to the field of motives, but must be widened 
“to include a vast field of psychological investigation which Freud brushed 
aside as of no great value.” 

Whether Freud “ brushed this aside” completely is open to question. 
Of course, Woodworth would have little trouble in supporting his conten- 
tion of the general neglect by psychoanalysts of the role of rational or in- 
tellectual controls. In general, it seems, they endorse an anti-intellectual- 
istic view of human nature. They appear to have paid little attention to the 
possibility of considering a desire to think straight or a wish to be rational 
as a genuine dynamic factor in the matrix of motivating forces. Neverthe- 
less, as was intimated on page 165, Freud himself was not blind to this pos- 


T Italics not in the original. 
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sibility. After some three decades of psychoanalytic experience the poten- 
tial role of intellect as a regulator of impulse struck him as the only source 
of hope for the ills of humanity. He even wrote that “ the time has prob- 
ably come to replace the consequence of repression by the results of ra- 
tional mental effort . . ."* and in defending what he called “ the primacy 
of the intellect " ° he wrote: +° 


We may insist as much as we like that the human intellect is weak in com- 
parison with human instincts, and be right in doing so. But nevertheless there 
is something peculiar about this weakness. The voice of the intellect is a soft 
one, but it does not rest until it has gained a hearing. Ultimately, after end- 
lessly repeated rebuffs, it succeeds. 


Freud himself, it thus appears, was not as anti-intellectualistic as Wood- 
worth suggests. 

If this enlarged concept of psychic determinism is accepted, it may be 
endorsed as a Freudian contribution which in one way or another has in- 
fluenced the thinking of almost all groups of contemporary psychother- 
apists. What other Freudian teachings can be said to have won general 
acceptance? This is a difficult question that cannot be answered by con- 
sulting some psychoanalyst, for the simple reason that what one analyst 
regards as a tenable and indispensable teaching may be repudiated by an- 
other analyst. Marmor " has put this very bluntly by declaring that “ there 
is no close unity among psychoanalysts today either in theory or in prac- 
tice.” There are analysts who still cling to Freud's libido concept, and oth- 
ers who repudiate it or who have modified it drastically. Furthermore, as 
Marmor points out by implication, Ernest Jones no longer regards the 
libido theory as essential. This is significant because Jones is one of the 
last survivors of Freud's original inner circle, and has been the recognized 
leader of British psychoanalysts for many decades. A few years ago Jones 
delivered an address ** in which, among other issues, he discussed the prob- 
lem of unity among those calling themselves psychoanalysts. Jones declared 
that "the impossibility of this ideal is being recognized and it is being 
replaced by the more practicable . . . endeavor to distinguish between 
what constitute the essential characteristics of psychoanalysis and what are 
superimposed and more varying features." 

8 Freud, S., The Future of an Illusion. London, The Hogarth Press and the Insti- 
tute of Psychoanalysis, 1934, p. 77. (Italics not in the original.) 
9 Ibid., p. 9o. 
10 [bid., p. 93. 
11 Marmor, J., “ Psychoanalysis,” in Philosophy for the Future (R. W. Sellars, 


V. J. McGill, M. Farber, eds.). New York, Macmillan, 1949, pp. 317-339. 
12 Jones, E., “ A valedictory address," Intern. J. Psychoanal., 1946, 27, 7-12. 
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What is important to note here is that the “ essential characteristics " 
listed by Jones do not include references to a universal Oedipus complex, 
castration fears, and kindred derivatives of the original libido theory. For 
Jones these characteristics are limited to (1) “the study of mental proc- 
esses of which we are unaware” to get at the determinants of behavior as 
demanded by the doctrine of psychic determinism; (2) the use of “ the 
free association technique” as the means of exposing such determinants; 
and (3) recognition of the relevance of “ the phenomena of transference 
and resistance.” Presumably, these three interrelated characteristics may be 
viewed as summing up the essentials of Freud’s teaching as interpreted by 
Jones. All the rest of his teachings or those of his disciples may be viewed 
either as elaborations of these three or as non-essential accretions. 

In some respects, considering the staggering range of Freud’s writings, 
it is preposterous to venture to reduce his basic teachings to a brief enu- 
meration of such “ essential characteristics.” Nor should we delude our- 
selves into believing that these few paragraphs supply an adequate account 
of Freud's full impact on modern psychotherapy. The serious student will 
not rest content with this account. He will study Freud’s own writings and 
arrive at a final evaluation for himself. If he does this conscientiously, he 
may discover that Freud did not view psychoanalysis as a finished system 
whose tenets were to be accorded the status of venerated dogmas. 

Even at the close of his long life Freud was still uncertain about his 
central teachings. Just a year before his death he gave expression to this 
uncertainty when, in referring to “a number of hypotheses " involved in 
psychoanalysis, he wrote, “it is hard to say whether they should be re- 
garded as postulates or as products of our researches.” ** It almost seems as 
if in retrospect Freud was no longer sure of what he had demonstrated on 
the basis of his clinical experience, and what he may have taken for granted 
in terms of tacit assumption. Such candor is in its way a far finer tribute 
to Freud’s greatness than would have been his glossing over the distinc- 
tion between postulates and research findings for the purpose of surround- 
ing his teachings with the halo of a prophetic revelation. Jones, in the ad- 
dress just referred to, stated that Freud never insisted that his conclusions 
be endorsed as immutable, and “ that we should be forsaking the sphere 
of science for that of theology were we to regard these conclusions . . . as 
being sacrosanct and eternal.” 

The fact that Jones failed to include the libido theory among the “ es- 
sential characteristics” of psychoanalysis, as has been suggested, merits ex- 


18 Freud, S., * Some elementary lessons in psycho-analysis,” in Collected Papers 
(James Strachey, ed.). London, The Hogarth Press and the Institute of Psychoanalysis, 
1950, Vol. V, p. 377. 
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plicit emphasis. Freud himself seems to have regarded this theory as his 
central and unique contribution. His explanation of neurotic difficulties 
prior to the period of World War One followed almost entirely along the 
lines of this theory, with its chief focus on man’s perpetual struggle to come 
to terms with his instincts. Infantile sexuality was a sine qua non in this 
biologically oriented approach to the genesis of functional disorders. Nor 
did Freud rule out the relevance of constitutional factors in predisposing 
some people to such disorders. 

Following World War One, as was indicated on page 474, he admitted 
some non-libidinal factors as important for an understanding of functional 
ailments. Among these factors is the theory of a death instinct, and also 
the importance of aggressive impulses and feelings of hostility. But the in- 
troduction of Thanatos did not mean the rejection of Eros. The latter 
continued to be a cardinal feature of the neurotic drama for Freud. In 
other words, had Freud been requested to list the “ essential characteris- 
tics" of psychoanalysis, the libido theory would undoubtedly have been 
included.?* At all events, historically considered, this conclusion seems jus- 
tified, for his rift with men like Adler and Jung was largely due to their 
failure to retain the centrality of this theory. The teachings of these men 
will be our next topic. 

Contributions of Adler and Jung. As in the discussion of Freud's teach- 
ings, no attempt will be made to do justice to the full sweep of the views 
of Adler and Jung. Their views have also given rise to a rather extensive 
body of writings, and the serious student will have to consult some of the 
more representative works '^ if he is to secure a better balanced perspective 
of the thinking of these men. 


14 There are able contemporary psychoanalysts who continue to insist upon the 
centrality of the libido theory as the sine qua non of any system employing the psycho- 
analytic label. Some of them are very much disturbed by attempts to account for neu- 
rotic behavior without having recourse to the concept of repressed sexuality. In fact, one 
of them has ventured to suggest that psychoanalysts who find it necessary to repudiate 
the libido theory are “ victims of the same psychic forces which they previously had been 
able to uncover in their patients." This same critic also writes that “ we have the right 
to believe that, as has happened before, an unsolved Oedipus conflict, acted out against 
the powerful father Freud . . . and undispersed fears of instincts have furnished the 
driving force behind the rationalizations which have tried to justify these attempts to put 
the psychology of the neuroses on a new basis.” (From an article by Lewy, E., “ The 
return of the repression," Bull. Menninger Clin., 1941, 5, 47-55.) M eb 

15 A good beginning might be made by reading the following: Adler, A., “ A study 
of organ inferiority and its psychical compensation,” Nery. ment. Dis. Monogr, Series, 
No. 24, New York, 1917; Jung, C. G., The Psychology of the Unconscious. New Yor 
Dodd, Mead, 1927. i 

Recent evaluations of their teachings by psychologists are to be found in these ref- 
erences: Murphy, G., Historical Introduction to Modern Psychology (rev. ed.). New 
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Both Adler and Jung were born in 1870, and both became psychiatrists; 
both became interested in Freud’s psychoanalytic teachings and both, for 
different reasons, came to question the soundness of the libido theory. 
What they developed in its place diverged both from Freud and from one 
another. Consequently, the distinctive teachings of each will have to be 
considered separately. 

Adler, it will be recalled, came to regard functional disorder as an ex- 
pression of the patient’s failure to work out a satisfactory means of achiev- 
ing status for himself. For Adler the neurotic drama presented characters 
striving to make good, to be successful, and to avoid the sting of humiliat- 
ing failure. This striving was not viewed as prompted by biologically rooted 
libidinal forces, but as man’s hunger for prestige of some sort. Where 
Freud saw striving for status as a means of ensuring libidinal gratification, 
Adler saw libidinal gratification as a means of achieving status. This may 
be an oversimplification, but it has expository value. It serves to bring out 
the fact that in the early period of his thinking Freud had tended to neg- 
lect what he later came to consider in terms of his concept of ego needs 
and super-ego demands. Freud subordinated ego needs to the imperious- 
ness of libidinal tensions, thus making the ego the servant of a libidinal 
master. In a way, to continue with this metaphor, Adler emancipated 
the ego from such subordination to other driving forces and — to borrow 
a term from McDougall — equated the ego with self-assertiveness as an in- 
dependent source of motivation. 

By thus concerning himself with the ramifications of the self-assertive 
impulse, Adler shifted attention from the primary emphasis on the pa- 
tient’s psychosexual history to an examination of the success-failure pattern 
in the life of the neurotic. Such an examination involved finding out how 
the patient learned to handle his demands for recognition as a child, 
whether he was overindulged, spurned, or overdisciplined; what his school 
experiences meant in terms of academic competition; how his vocational 
endeavors squared with his aspirations; how he reacted to any feelings of 
inferiority incident to failure to achieve his goals, etc. 

In raising such issues Adler was trying to determine the individual's 
“style of life.” This involved sizing him up in terms of his habitual pat- 
terns of reaction to frustrating circumstances and to situations demanding 
the exercise of initiative and the assumption of responsibility. One who 
tends to dodge responsibility has a different “ style of life " from one who is 


York, Harcourt, Brace, 1949, Pp- 331-3415 Woodworth, R. S., Contemporary Schools 
of Psychology (rev. ed.). New York, The Ronald Press, 1948, pp. 193-203. 

Additional bibliographic notes to Adler's work were given in Chapter 3 in connec- 
tion with the discussion of the possibility of reconciling the views of Freud and Adler. 
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eager to assume it, just as one who prefers the security of being a sub- 
ordinate doing a routine job has a basically different attitude toward life 
from the restlessly ambitious would-be executive dreaming of promotions 
and greater power and status. 

Under the circumstances, it can readily be seen that this Adlerian ap- 
proach to the functional disorders was much concerned with problems of 
competition, balked ambitions, feelings of hostility, and impulses to sur- 
render or fight back. In fact, Adler was among the first to note the impor- 
tance of aggressive impulses in the emergence of certain kinds of neurotic 
behavior. He even anticipated Freud in this recognition. There is no evi- 
dence that Freud was influenced by Adler’s thinking in this respect. The 
men had drifted too far apart for such reciprocal influence. Freud’s dis- 
covery of the significance of aggressive impulses was thus doubtless an in- 
dependent one. But it is significant to note that there are contemporary 
analysts who are sufficiently detached in their survey of the history of the 
subject to feel constrained to credit Adler not only with this contribution 
but several others as well. For example, in a recent volume Clara Thomp- 
son, herself a psychoanalyst, writes: “ Freud's discovery of the importance 
of aggression was anticipated by Adler, and later attempts to deal thera- 
peutically with ego defenses at many points echo Adler's approach." ** 

Among his other “ positive contributions to psychoanalysis ” she lists 
his pioneering efforts to apply psychoanalysis to “ the total personality,” 
as well as his emphasis on the importance of cultural factors as evidenced, 
for example, by his at the time novel explanation for the frequency of feel- 
ings of inferiority prevalent among women. Instead of attributing such 
feelings to constitutional factors, to an actual biological inferiority, Adler 
interpreted them as products of socio-economic factors compelling women 
to play secondary roles and, in general, to have to compete with men for 
jobs and status under conditions of inequitable competition. In addition, 
Thompson credits Adler with being the very first to note, at least in part, 
“the role of the Ego in producing neurosis,” and to demonstrate the im- 
portance of goal-striving for an understanding of neurotic phenomena. And, 
with seeming approval, she also refers to him as “ the first person to dis- 
card the sexual theory of neurosis.” *7 Since Thompson’s own training as 
a psychoanalyst was closer to the Freudian tradition, this recognition of the 
contributions of Adler is all the more impressive. It reflects a trend among 

16 Thompson, C., Psychoanalysis: Evolution and Development. New York, Her- 
mitage House, 1950, p. 154. This is a splendid, well-balanced, and informative study. 
It is refreshingly devoid of the spirit of uncritical partisanship and supplies the reader 
with an excellent picture of the currents of thinking which have shaped the stream of 
psychoanalysis in its present-day coursing. 

17 Ibid., p. 161. 
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the more progressive psychoanalysts to be more eclectic and flexible in their 
thinking, and to cut across the boundaries which previously kept them seg- 
regated in warring camps of psychotherapy. 

Many psychologists have found it difficult to evaluate the work of Jung 
because much of his writing, especially his later works, strikes them as mys- 
tical and obscure. However, his earlier writings are not nearly so obscure, 
and they are the ones which explain his deviation from Freud and his rea- 
sons for establishing an independent school. Interestingly enough, as 
Thompson points out,'® although both Adler and Jung broke with Freud 
at about the same time, they never cooperated in a joint attack on Freud’s 
teachings. Not only were they too different in basic philosophic outlook to 
present a common front, but their views on the nature of neurotic disorder 
were almost as divergent from one another as each of their views diverged 
from those of Freud. 

In her summary evaluation of the contributions of both men, Thomp- 
son nevertheless succeeds in finding three points of agreement: (1) Both 
Adler and Jung were unable to accept Freud’s theory of neurosis as a prod- 
uct of the libido’s quirks; (2) they both rejected Freud’s emphasis on ex- 
posure of the drives involved in neurotic conflict as sufficient for therapy 
and substituted emphasis on the patient’s goals or aims as being more im- 
portant for therapy; and (3) they both placed great stress on the impor- 
tance of parent-child relationships in shaping character structure. However, 
in terms of the ways in which these points of agreement were developed 
in their respective systems the two men differed so widely that understand- 
ing of what Adler taught does not serve as a transition to Jung’s doctrines, 
and vice versa. Consequently, it will be necessary to sketch a few of Jung's 
basic teachings in order to round out this discussion of their contributions. 

As has already been mentioned, Jung’s split with Freud occurred over 
Freud’s emphasis on sexuality as formulated in the libido doctrine. In fact, 
Jung voiced his opposition rather vigorously when he wrote: !? “ My scien- 
tific conscience would not allow me to subscribe to an almost fanatical doc- 
trine, based upon a one-sided and, therefore, false interpretation of the 
facts." Nevertheless, Jung retained the word libido, but gave it a very dif- 
ferent meaning in his system. It became a designation for all the driving 
energies of life, or the great reservoir of motivation, akin to Bergson’s élan 
vital, or what Schopenhauer had called the “ will to live.” All of man’s en- 
deavors were brought within the scope of this enlarged libido concept. It 
included man’s lust for power as well as his lust for erotic pleasure, and 


18 Ibid., pp. 170-171. 
19 Jung, C. G., Contributions to Analytical Psychology. New York, Harcourt, 


Brace, 1928, pP- 19. 
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man’s hunger for bread as well as his hunger for righteousness. In fact, in 
his later years Jung became especially interested in the latter kind of 
hunger as exemplified in man’s quest for the solace of religious moorings.”” 
In thus recognizing religion as having a place in psychotherapy, Jung came 
to sponsor a view altogether alien to Freud’s outlook." 

It is not possible to reduce Jung's system to a few brief paragraphs. As 
has already been indicated, some of his views, such as those dealing with a 
“ racial unconscious," verge on the mystical. He employed dream interpre- 
tation not merely to get at factors operative in the daily life of his patients, 
but also to aid them in tapping the accumulated wisdom of the race sup- 
posed to lie deeply embedded in the “ collective unconscious," or what he 
also called the racial unconscious." 

In working with his patients Jung held that the analyst can grow wiser 
as he comes to be aware of what is revealed by exploring his own “ racial 
unconscious " as a means of understanding the “ racial unconscious " of his 
patients. This exemplifies an aspect of Jung’s thinking which is calculated 
to leave the laboratory psychologist cold and unimpressed. But it also 
brings out what may impress the clinical psychologist as a valuable idea. 
At all events, according to Thompson,”* this emphasis on what “contact 
with his patients” may contribute to the analyst’s self-development " is 
very important since it is the first time analysis was seen as an interpersonal 
process." 

In this connection it is also relevant to add that Thompson finds “a 
quality of respect for the patient in Jung’s thinking too often not indicated 
in other analytic approaches." ** As will be brought out later, the bearing 
of such attitudes of respect for the patient or client on the total psycho- 
therapeutic process has become increasingly recognized by adherents of 
very different schools. Just what this process involves continues to be a 
subject of investigation and controversy. The nature of this controversy 
can be better understood by first tracing its historical roots in the work of 
Otto Rank, whose teachings will now be considered. 

Rank’s “ Dynamic Relationship Therapy.” Like the ideas of Adler and 
Jung, those of Rank developed as reactions against some of the cardinal 
teachings of Freud. For years Rank was a faithful member of the early 
circle of Freudian analysts, but by 1924 he found himself at odds with 
Freud’s explanation of anxiety as a product of repressed unconscious desire. 


20 Cf. Jung, C. G., Modern Man in Search of a Soul. New York, Harcourt, Brace, 
1934; and his later volume, entitled Psychology and Religion. New Haven, Yale Univ. 
Press, 1938. E 

21 Cf. Freud, S., The Future of an Illusion. London, The Hogarth Press, 1928. 

22 Thompson, of. cit., pp. 166-167. 

28 Ibid., p. 168. 
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Ficure 24. Otto Rank (1884-1939), Viennese psychotherapist, was 
a member of Freud’s original circle but found it necessary to deviate 
from an orthodox psychoanalytic orientation in the direction of what 
he came to call “dynamic relationship therapy.” He was editor of 
Imago and Internationale Zeitschrift für Psychoanalyse. (1912-24), 
and founded the International Psychoanalytic Institute in Vienna in 
1919, serving as its director until 1924, when his rift with Freud oc- 
curred. (Courtesy of Underwood & Underwood.) 


He came to perceive anxiety as a function of the dread occasioned by the 
threat of separation from havens of security and love. 

As he saw it, following partly a suggestion made by Freud, anxiety is occa- 
sioned by the process of birth, as a result of which the baby is separated 
from the body of the mother and is expelled-from the complete comfort 
of its intrauterine environment into the alien outside world with its respira- 
tory, thermal, gastric, and other discomforts. Rank called this a traumatic 
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process.* For him it constituted the prototype of all subsequent shock, 
fear, dread, anxiety, and kindred states. The need for somebody to cling to 
for safety and protection was thus made a more acute infantile need than 
what Freud had described as the “ polymorphous perverse” drives of the 
baby’s libido. In fact, Rank became so persuaded of the abiding conse- 
quences of the birth trauma that he even interpreted adult sex behavior as 
prompted by an unconscious urge to get back to the safety of the womb. 
This is not of great importance, except in suggesting that not all of Rank’s 
beliefs lend themselves to the sort of facile exposition which places no 
strain on one’s credulity. Accordingly, in what follows, very little space 
will be devoted to such highly symbolic or quasi-mystical beliefs of Rank. 

Appreciation of Rank’s positive suggestions with respect to therapy may 
be heightened by a brief historical reference to what seems to have been 
Freud’s own attitude toward psychoanalysis in the period immediately fol- 
lowing World War One. As ‘Thompson * points out, “ It was a period of 
growing pessimism about the therapeutic effectiveness of psychoanalysis.” 
The arduous endeavors to recapture the patient’s forgotten or repressed 
childhood memories by means of free association and dream analysis were 
all too often found to be therapeutically futile. Furthermore, as Thompson 
says, ^ Freud himself had become most pessimistic by 1920.” He seemed to 
feel that psychoanalysis showed more promise as a way of explaining man's 
behavior than as a technique for changing it.*^ 

It is interesting to note that during this very period Rank began the 
formulation of what was to become his own theory of therapy. Whether it 
was prompted by Freud's pessimism or was an independent development 
cannot be answered with complete assurance. He did indicate his dissatis- 
faction with what he regarded as Freud’s failure to separate problems of 
therapy from problems of personality theory. In other words, he regarded 
the problems as sufficiently distinct to justify separate consideration. In the 
opinion of Karpf,** one of his American co-workers, his interest in the proc- 


24 Cf. Rank, O., The Trauma of Birth. New York, Harcourt, Brace, 1929. 

25 Thompson, op. cit., pp. 172-173. 

26 At about this time Freud wrote the article on psychoanalysis for the Encyclo- 
pedía Britannica. In this article (Vol. 18, p. 673) Freud stated the “ future will prob- 
ably attribute far greater importance to psychoanalysis as the science of the unconscious 
than as a therapeutic procedure.” 

27 Karpf, F. B., “ Personality from the standpoint of Rankian ‘ will’ or ‘ dynamic 
relationship " psychology," Social Work Technique, 1940, pp. 1-14. In a special note to 
this article the author explains that it was written just prior to Rank's death and is thus 
"the last statement of his position made with his active cooperation." Incidentally, 
justification for calling Rank's system dynamic relationship therapy instead of by the 
more common term of will therapy is to be found in this article. Dr. Karpf explains that 
the term relationship better expresses what Rank finally came to regard as the crux of 
the therapeutic process than does a reference to volition. She also points out (loc. cit., 
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ess of therapy became so absorbing that he failed to work out a systematic 
theory of personality “at all corresponding in schematic detail to the 
Freudian.” 

In Rank’s opinion Freud’s account of human nature was not likely to 
encourage the therapist in his efforts to help a troubled patient. ‘The em- 
phasis on imperious instinctive forces — many of them unconscious — and 
powerful, fear-inducing environmental forces engulfing a helpless ego in 
accordance with the doctrine of psychic determinism was not apt to per- 
suade a therapist to believe his patient might be made “ master of his fate.” 
The poor patient, especially in view of the doctrine of a death instinct, was 
more likely to be seen as the impotent victim of inevitable doom. 

What is more, the nature of the Freudian technique was calculated to 
give the patient this same helpless view of himself. This technique, so Rank 
believed, encouraged dependence rather than independence. During the 
first analytic hour, in being informed of the “basic rule” the patient is 
really being asked to adopt an attitude of surrender. This rule, it will be 
recalled, makes it necessary for the patient to give expression to all ideas 
and impulses, irrespective of their relevance or propriety. In this free, as 
opposed to controlled, association the patient remains relatively passive 
and permits ideas and impulses to come to him, so to speak. ‘The very fact 
that he is stretched out on a couch reinforces this attitude of passivity. Nor 
is he told when this series of analytic hours is to terminate. It can go on 
and on for hundreds of hours, as the patient drifts from topic to topic in 
the course of endless psychoanalytic probing. Like a rudderless boat he 
keeps drifting on a ceaseless stream of associations. This is a metaphoric 
way of referring to Rank’s dissatisfaction with the failure to give the patient 
definite objectives, and with the therapist's lack of definite objectives to- 
ward which to move. 

In the light of such considerations Rank saw the need for a drastic re- 
formulation of the whole philosophy of psychotherapy. He came to stress 
the importance of constant alertness, on the part of the therapist, for what 
was taking place during the consulting hour. Mere excavation of buried 
memories was not enough. Parenthetically, it is well to note that Freud 
had also come to this conclusion, for he had anticipated Rank with refer- 
ence to the concept of relationship as a factor in therapy. By implication, 
Freud had considered this in developing the concept of transference. This 


D. 7) that the new term was “ decided upon in consultation with him and with his ap- 
proval.” Because this article sums up Rank’s final position, it will form the basis of most 
of what will be said about Rank’s teachings in the rest of this discussion. Those inter- 
ested in securing copies of Dr. Karpf’s article may do so by writing to Social Work 
Technique, 3474 University Avenue, Los Angeles 7, California. 
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concept, it will be recalled, refers to the emotional attitudes experienced 
by the patient toward the analyst. If the patient-analyst relationship was 
friendly, so that the patient came to like his therapist, the relationship was 
said to exemplify positive transference. Negative transference referred to 
attitudes of dislike or distrust which the analyst might arouse in the patient. 

This fairly well-known account of the transference relationship is often 
misunderstood to apply to all feclings which the patient comes to have 
for the therapist. This is contrary to what Freud meant by the term. He re- 
stricted it to irrational or unjustified emotional attitudes — those aroused 
not by the actual behavior or the manifest traits of the analyst, but by what 
he symbolizes to the patient as a reminder of the patient’s early experience 
with authority figures. If, for example, the patient's own father had been a 
severe, tyrannical, and consequently feared individual so that, without quite 
knowing why, the patient comes to feel ill at ease and threatened by his 
analyst, this feeling would illustrate negative transference, provided the 
analyst had in reality not exhibited anything but warm, accepting, friendly 
attitudes during the analytic interviews. Under the circumstances, the pa- 
tient's attitude would be irrational in the sense of being a projection upon 
the analyst of feelings inappropriate to the situation. Affective displacement 
is involved because the patient reacts to the analyst as if his father were 
present. No affective displacement would be involved were the analyst to 
arouse antagonism in a patient by treating him in a brusque or supercilious 
manner. This kind of antagonism would not exemplify negative transfer- 
ence. In fact, the notion of transference would not be applicable at all, 
just as it would not be relevant to cases in which a patient comes to like 
his physician because of the doctor’s self-sacrificing devotion, friendly 
manner, and professional skill. To like such a physician is not irrational; 
hence the inapplicability of the concept of transference. 

Reverting to the subject of Rank’s approach to psychotherapy, it should 
now be clear that, in stressing the importance of the nature of the relation- 
ships between patient and therapist, he was elaborating what had been im- 
plicit in Freud's teachings regarding the transference relationship. What 
was relatively new in Rank's approach had to do with his attack on what 
he took to be Freud's neglect of the patient's potentialities for self-direction, 
self-discipline, and self-actualizing growth. He felt it was up to the thera- 
pist so to structure the therapy sessions as to make the patient increasingly 
responsible for solving his own problems, and for divesting himself of the 
need for a parentfigure on whom to lean for emotional support and 
guidance. 

The therapist's chief task is to help the patient undertake this sort of per- 
sonal responsibility for reorganizing his pattern of life. Rank even thought 
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it desirable to fix a time limit for the patient, so that very early in the course 
of the treatment he would know how many weeks or months he had within 
which to avail himself of the therapist's support. By setting such a goal 
Rank hoped to facilitate the inner adjustment by means of which the pa- 
tient could prepare himself to separate himself from the therapist without 
too much of an emotional wrench. This, as has already been pointed out, 
was in line with what Rank took to be the long range effects of the birth 
trauma. Setting a time limit for therapy was, of course, an obvious reaction 
against the extremely protracted series of analytic hours so often charac- 
teristic of the Freudian procedures. 

In most of his writings on the subject of therapy Rank discussed his ap- 
proach in terms of the concept of will, and his system is often called “ will 
therapy.” This phrase serves to direct attention to what Rank regarded as 
the most vulnerable phase of the patient's personality organization. He 
perceived the patient as a dependent, emotionally immature individual 
whose potentialities for controlled, self-assertive problem-solving had been 
inadequately developed. The development of such controlled self-assertive- 
ness was to be the chief objective of therapy. Such an objective can be 
thought of as comparable to the educational goal of any teacher, coach, or 
preceptor who is engaged in trying to aid a pupil to develop attitudes of 
self-confident mastery to replace initial attitudes of difdent uncertainty. 
It can also be thought of in terms of what many parents strive to accom- 
plish for their children as they guide them from the helpless dependency of 
the infant to the level of adult self-reliance and the maturity of the inde- 
pendent, socially responsible citizen. 

In brief, Rank’s emphasis on will was a matter of getting away from 
Freudian preoccupation with repressed libidinal impulses as the source of 
the patient's difficulties. These impulses, in RanK's eyes, made man the 
impotent victim of biological motives. From this viewpoint, man is a driven 
creature rather than a self-directing person. Unless mastery is substituted 
for drift there can be no therapeutic progress. Such mastery calls for the 
arousal and mobilization of the patient's volitional resources. 

Activation of these volitional processes thus became a central issue for 
Rank. He came to perceive the importance of social approval as a means 
of motivating the patient to bestir himself. In the therapist-patient relation- 
ship the therapist symbolizes society, or the community, or the family. For 
the patient this means that the therapist's approval reflected group ap- 
proval. The therapeutic relationship becomes a socializing relationship 
calculated to give the patient a new view of himsclf as a person who could 
learn to solve his problems by his own initiative, and thus come to win 
esteem for himself in the light of the respect others come to haye for him, 
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In place of the Freudian stress on biological factors, Rank substituted em- 
phasis on socializing factors. Growth-promoting interpersonal relations 
rather than the vagaries of biological impulses now become the important 
considerations. Interpersonal relations of this sort are what Rank had in 
mind in describing his ^ will therapy " as a “ dynamic relationship therapy.” 

In substituting a sociological orientation for Freud’s biological orienta- 
tion Rank changed the nature of therapeutic sessions. In place of F reud's 
concern with what the patient had experienced in the past, Rank substi- 
tuted interest in what the patient was experiencing in the present, as he 
was reacting to the therapist. These present experiences taking place in the 
here and now as the patient was seated in the same room with his therapist 
became the focus of Rank's thinking. In this respect his work differed from 
that of other systems of psychotherapy. Freud dwelt on the patient's mem- 
ories of what had taken place in infancy and childhood; Adler was con- 
cerned with the patient's future goals; Jung was interested in what the pa- 
tient was doing on the outside when he was away from the therapist. Rank, 
in contradistinction to all these, concentrated on the dynamic import of 
the interpersonal relationship as it was experienced by the patient during 
the analytic hour. 

Under ideal conditions Rank hoped that out of such significant inter- 
personal relationships the troubled patient might come to find himself emo- 
tionally liberated, so as to give expression to his capacity for creative think- 
ing and acting. For Rank, the ideal of mental health was not exemplified 
by the “ normal” person content to abide by the conventional or average 
standards of his culture, or the person whose will coincided with the will 
of the group. Such a person might be called "adjusted " in the sense of 
being untroubled by feelings of guilt, unworthiness, or anxiety, But adjust- 
ment in this sense he considered a negative achievement. 

A more positive kind of adjustment, as Rank envisaged it, is to be found 
in the pattern of life exhibited by the creative artist enthusiastically ab- 
sorbed in giving aesthetic expression to his artistic will and in thus being 
himself, instead of a mere mediocre extension of the popular will. The 
neurotic individual, according to Rank, can be neither normally adjusted 
nor creative because of his inability to reconcile his will with that of the 
group. He is too individualistic to identify himself with the group like a 
trusting animal merging with the herd, and too inhibited to be able to as- 
sert his individuality without experiencing panic or anxiety or guilt. Unlike 
the neurotic, the anti-social individual — the psychopathic personality or 
the criminal — was seen by Rank as insufficiently inhibited, too much the 
victim of impulse, and incapable either of wholesome identification with 
the group or of creative self-expression. 
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In other words, Rank outlined a view of personality types in terms of 
the concepts of will, inhibition, and impulse. His therapeutic goal can now 
be summarized as that of helping the neurotic break the deadlock between 
impulse and inhibition by learning to become constructively self-assertive 
— creating a new pattern of living for himself and by himself, like the 
creative artist who has learned that a resolute will can prevail over the 
hardness of marble. This in a measure epitomizes the drift and spirit of 
Rank’s teaching. 


SOME LATER BASIC TEACHINGS 


The work of Rank supplies a convenient transition to a consideration of 
later and more contemporary psychotherapists. As we have seen, Rankian 
principles reflect more of a sociological emphasis than those of the more 
orthodox Freudians. The latter tended to regard personality as the product 
of instinctive forces clashing with environmental demands. This is a post- 
Darwinian biological orientation, and is representative of the intellectual 
climate of the late nineteenth and early twentieth century. In psychology, 
this was the period when human behavior was accounted for by appeals 
to the instinct hypothesis, to Galton’s laws of ancestral inheritance and 
filial regression, to the compounding of reflexes, and the survival value of 
mental phenomena as stressed by the emerging school of functional psy- 
chology. In other words, both the early psychoanalysts as well as the psy- 
chologists of that time had not yet been markedly influenced by a social 
science orientation. The biological orientation tended to make references 
to inherited traits, race preservation, self-preservation, and the struggle for 
survival seem scientifically respectable. 

Freud’s own academic training at the university was exclusively medical, 
with one exception. This exception, as Merlan * has recently demon- 
strated, took place when Freud enrolled in Brentano’s courses during the 
years 1874-76. The archives at the University of Vienna show that 
" these were the only non-medical courses taken by Freud during his whole 
course of studies.” 

To what extent Freud’s subsequent intellectual development was in- 
fluenced by Brentano’s thinking has not yet been determined. Brentano 

28 Merlan, P., “ Brentano and Freud — a sequel,” J. History of Ideas, 1949, X, 451. 
This one-page article sums up the findings of Professor Kraft of Vienna who, at Pro- 
fessor Merlan’s request, had examined the records to see what courses Freud had taken 
in his student days. Merlan’s earlier article dealing with Brentano and Freud should also 


be consulted. It appears in Volume VI of the same journal, pp. 375-377, and was pub- 
lished in 1945. 
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himself, as Merlan points out, devoted considerable attention to the con- 
cept of unconscious mental activity and repudiated the doctrine. Despite 
this repudiation it is conceivable that Freud’s later elaboration of the doc- 
trine had some roots in what Brentano had written about the subject. But 
this constitutes a slight digression. What is of more immediate concern is 
the fact that, apart from this exposure to Brentano's philosophy, Freud’s 
formal education reflected the physicochemical emphasis of nineteenth- 
century medical training. 

In restrospect, it is easy to see his early endeavors to account for man’s 
psychology as an outgrowth of the scientific framework constituting the 
rationale of this training." Without going into detail, it is enough to men- 
tion the parallelism between the law of the conservation of energy and 
Freud’s doctrine of psychic determinism, or the physical principle of the 
resultant of a parallelogram of forces and Freud’s notion of displacement 
as the resultant of antithetic forces of motivation. Even his concept of sub- 
limation is reminiscent of an older chemical concept having to do with the 
vaporization of solids by means of heat. This is not to imply that he was 
unmindful of the analogical nature of these concepts, or that they did not 
serve a useful purpose in their day. But it is important to note that the 
total drift of this kind of formulation of psychological issues was one-sided 
in its failure to deal with the impact of social institutions in shaping per- 
sonality development. However, as has often been pointed out, recognition 
of the role of social institutions was largely a twentieth-century develop- 
ment. In other words, if the nineteenth century was dominated by the 
emergence of the biological sciences, then the twentieth is characterized 
by increasing understanding of the social science fields. 

The preceding comments regarding Freud’s relative neglect of concepts 
especially germane to social psychology, cultural anthropology, and related 


29 This reference to the physicochemical outlook dominant in Freud’s medical 
training supports an acute observation made by Woodworth with respect to those Neo- 
Freudians who deplore what they describe as Freud’s “ biological premises." They per- 
ceive these premises in Freud’s theory of instincts and, of course, the topic of instinct 
belongs to biology. However, Woodworth points out that Freud's notion of instinct was 
“not a very biological conception,” since Freud regarded instincts as sources of energy 
and “ no sources of energy are known except the general source in metabolism." As used 
by Freud instincts came to be equated with inner tensions and, as Woodworth states, 
" Freud went on, not very biologically, to think of these tensions as dammed up and 
directed toward the organism itself until some external outlet was found . . .” This 
kind of conceptual framework has more in common with the concepts of physics than 
of biology. It is thus probably closer to fact to say that a good portion of Freud’s con- 
ceptual orientation was both biological and physicochemical. It was more of a natural 
science orientation than a social science one. This seems to be what the Neo-Freudians 
are trying to say by describing it as biological. Cf. Woodworth, R. S., Contemporary 
Schools of Psychology (rev. ed.). New York, The Ronald Press, 1948, pp. 205-206. 
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social sciences are to be interpreted not so much as a criticism of Freud's 
work, but rather as supplying a background for understanding subsequent 
developments of the psychoanalytic tradition by those who have come to 
be known as Neo-Freudians, The latter developments were, in part, prod- 
ucts of social science progress made during the last few decades. Under 
the circumstances, it would be unfair to find fault with Freud for not hav- 
ing been sensitive to data which had not yet been unearthed at the time 
he was working out the fundamentals of his system. A good portion of 
Freud's general frame of reference was a product of late nineteenth-century 
preoccupation with biological and physicochemical concepts. The early 
history of psychoanalysis reflects this scientific climate, just as every thinker 
inevitably is influenced by his Zeitgeist. 

By the 193o's the scientific climate, or Zeitgeist, had changed as con- 
trasted with what had been prevalent in the 1890’s. The instinct hypothesis 
had been subjected to drastic criticism by psychologists and sociologists 
during the 1920's. There had been increasing emphasis on the role of learn- 
ing, habit formation, and environmental opportunity in shaping personality 
development. Social inheritance had come to be regarded as coordinate in 
importance with biological inheritance in influencing such development. 
The early Freudian view of the child's development in terms of the inner 
urge of imperious instincts unfolding stage by stage in the face of dis- 
approving and repressing group pressures was no longer in accord with this 
Zeitgeist. In some respects, Freud had viewed society or civilization as the 
enemy of the individual. He saw civilization as a product of society's curb- 
ing of the child's pleasure-secking impulses. But by the 193o's, thanks to 
the work of many social scientists, it became increasingly clear that man's 
cultural heritage, instead of being inimical to the individual's welfare, may 
actually promote that welfare and facilitate the emergence of gratifying 
skills of a kind Rank seems to have been indicating in pointing to the 
creative artist as the symbol of the ideal personality. It is in this sense that 
the work of Rank may be viewed as supplying a transition from the natural 
science orientation of Freud to the social science orientation of the Neo- 
Freudians.* By turning to the work of Erich Fromm we can obtain a still 
clearer view of what this newer orientation implies for psychotherapy. 


30 Not all contemporary psychologists approve of this kind of dichotomy in terms 
of which the social and natural sciences are subjected to a cleavage involving cither 
methodology or conceptual content or both. Hull, for example, has recently ventured to 
defend the thesis that “ the social sciences are true natural sciences,” or that “ all social 
phenomena occur according to invariable primary laws; that these primary social science 
laws are quantitatively determinable; and that they are statable by means of true equa- 
tions of the type expressing the law of falling bodies.” See Hull, C. L., “ A primary social 
science law,” Sci. Mo., 1950, 71, 221-228. 
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Fromm’s Neo-Freudianism. In contrast to Freud, Erich Fromm’s uni- 
versity training was predominantly in the social sciences and the humani- 
ties, instead of medicine. After studying sociology and psychology at sev- 
eral German universities and becoming a doctor of philosophy in 1922, 


Erich Fromm 


he proceeded to become a psychoanalyst, and thus received thorough 
grounding in Freudian teachings. However, in succeeding years he began 
to publish reformulations of Freud’s teachings as influenced not only by 
his own social science background, but also by his own experiences as a 
psychotherapist. In place of Freud’s view of man as fundamentally a crea- 
ture driven by instinct to seek others in order to relieve inner tensions, he 
saw man as basically social, responsive to and influenced by his nl en- 
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vironment from the moment of birth. According to him,** “ psychology 
must be based on an anthropological-philosophical concept of human 
existence,” as opposed to Freud’s “ mechanistic-naturalistic " approach. 

Fromm agrees with Freud in stressing the importance of motivation 
and regards "the tremendous intensity of passions and strivings” ex- 
hibited by man as “ the most striking feature of human behavior.” But he 
disagrees with Freud’s reduction of such strivings to the direct or indirect 
expressions of life and death instincts, or of Eros and Thanatos. Despite the 
brilliance of Freud’s theorizing, Fromm finds it incapable of accounting 
for much of man’s conative behavior. Complete satisfaction of food 
needs and reduction of sex tensions are not enough to satisfy man as a 
person. Unlike the animal, Fromm maintains, man’s “ most compelling 
problems” are not solved by such gratification of organic needs. On the 
contrary, this is the point at which such problems begin. These problems 
are connected with man’s striving for fame, or power, or love, and the 
realization of humanistic and religious ideals. He may even risk his life for 
the sake of such ideals. For Fromm, “ these strivings are what constitutes 
and characterizes the peculiarity of human life,” and they serve as a re- 
minder that “ man does not live by bread alone.” 

In terms of our chief interest in the present section, this means that 
for Fromm psychotherapy cannot be divorced from issues pertaining to 
man’s quest for the good life. Neurotic conflict and ethical dilemmas are 
seen as interrelated affairs. Of course, Freud had perceived this relationship 
very early and had referred to it in terms of superego impulses clashing with 
those of id or ego. He had conceived of the superego as the internalized 
product of the barrage of commands to which children are subjected by 
disciplining parents and parent-surrogates. Such a view makes the voice of 
conscience merely an echo of threatening authority. As parental do’s and 
don'ts vary from age to age and culture to culture, so does the voice of 
conscience, Ethical values as implicit in the Freudian superego thus lack 
universal validity, but are relative to the folkways of one's people. 

Because of this relativism, Fromm believes the Freudian school has 
done “ a great deal to confuse ethical issues ” by assuming that psychology 
can aid us in understanding the motivational sources of an individual's 
scheme of personal values, without being able to help “ in establishing the 
validity of the value judgments themselves." ** 

Furthermore, in Fromm's opinion Freud's explanation for the origin 
of morality as exemplified by the assumed consequences of the Oedipus 


31 Fromm, E., Man For Himself. New York, Rinehart, 1947, pp. 45-46. 
3? Ibid., p. 34. 
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complex comes close to being a non-theological variant of the concept of 
original sin. Freud, like Hobbes, regarded the inherent impulses of man as 
vicious, lustful, and brutal, and thus accounted for morality as “ essentially 
a reaction-formation against the evil inherent in man.” Incest tabus, pro- 
hibitions against murder, adultery, and so on came into being to prevent 
the individual from yielding to his inherent lusts. The resulting “ authori- 
tarian conscience” of the Freudians becomes a form of arbitrary, repres- 
sive tyranny. It is based upon man’s potentialities for evil. 

In contrast to this familiar Freudian view, Fromm devotes many 
pages ** to a discussion of man's “humanistic conscience,” by which he 
means something very different from “the internalized voice of an au- 
thority.” As might be expected, this refers to man’s potentialities for good, 
but it involves more than this. It is impossible to condense Fromm’s 
elaboration of this concept into a few sentences, and a few hints will have 
to suffice. It has to do with “a re-action of ourselves to ourselves,” and is 
“the guardian of our integrity." It prompts us “to live productively, to 
develop fully and harmoniously” and “to become what we potentially 
are.” It is more concerned with being true to oneself than with self-sacri- 
ficing duty and the austere virtues associated with the authoritarian con- 
science, Fromm grants that “actually everybody has both” an authori- 
tarian and a humanistic conscience, but how they are interrelated and how 
they vary in strength from man to man constitute separate problems. 

Possibly another way of showing what Fromm is driving at is to revert 
to Rank’s concept of the creative artist as the ideally integrated personality. 
Just as Rank regarded such an artist as superior to the “normal” per- 
sonality, so Fromm regards what he calls the “ productive” person as one 
who is living at a finer level than one who makes “ social adjustment” his 
mental hygiene goal. There is, thus, a close relationship between these con- 
cepts of the creative artist and the productive person. By thinking of the 
so-called "artistic conscience,” it is possible to understand a little more 
clearly what Fromm means by the “ humanistic conscience.” The genuine 
artist is guided by inner standards of aesthetic excellence in his creative 
efforts. These standards are independent of monetary rewards, external 
authority, or fear of criticism; hence, the artistic conscience is not a variant 
of the authoritarian conscience. The creative artist talks about having to be 
true to himself, about developing his artistic potentialities, about the in- 
tegrity of his artistic self-expression, and to the extent that one understands 
what he means by such talk, just to that extent does one come closer to 
understanding what Fromm means by the productive person and his hu- 
manistic conscience. 

33 Ibid., pp. 158-172. 
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In this connection, it may not be amiss to recall what Fromm had to 
say about the concept of freedom in an earlier book already mentioned in 
Chapter 2.** In this work, it may be recalled, Fromm made a distinction 
between two meanings of freedom in the sense of freedom from tyranny 
and freedom to make independent choices. The authoritarian conscience 
does not leave its victim free to be a self-actualizing, productive person. 
This is the liberating function of the humanistic conscience. 

What have abstractions of this kind to do with psychotherapy? Does it 
really make a practical difference whether the therapist takes a relativistic 
stand on ethical issues, or whether he adheres to some universal or absolute 
principle on at least some questions of right and wrong? Many would be 
disposed to regard questions like these as irrelevant in a scientific discus- 
sion. They would classify them as being concerned with problems of value, 
and for them science must be value-free. But they overlook the fact that 
pure science is committed to ineluctable allegiance to truth as a value, and 
that applied science in such areas as medicine and psychotherapy is equally 
committed to a value judgment, in acting on a principle which regards 
health as superior to illness. In other words, the scientist ceases to be scien- 
tific if he becomes amoral about matters of error, illusion, fallacious reason- 
ing, doctoring laboratory data, or distorting evidence. Nor can a therapist 
afford to be indifferent about whether his patients get well, endanger others, 
commit arson, or peddle dope to high school youngsters. It should thus be 
obvious that matters of value judgment do play a role, in pure as well as in 
applied science. For Fromm to introduce such issues is consequently not 
as “ unscientific ” as some people have been led to believe? 

The relevance of the questions can be brought out by noting what 
Fromm has to say regarding Freud’s own views on the therapeutic im- 
portance of loyalty to truth as such. On this issue Freud ceased to be rela- 
tivistic. In the words of Fromm,®* Freud displayed “a passionate faith in 
truth as the aim toward which man must strive,” and he believed “ in man’s 
capacity thus to strive since he is by nature endowed with reason.” Further- 
more, Freud's “ faith in truth " was at the bottom of “ his concept of psy- 
choanalytic cure,” for “ psychoanalysis is the attempt to uncover the truth 
about oneself.” As Fromm sees it, Freud was in line with the great religio- 
philosophic tradition which holds that knowing the truth helps men to 


34 Fromm, E., Escape From Freedom. New York, Rinehart, 1941. 

35 The preceding few sentences hardly do justice to the complex subject of science 
and values in general and science and ethical values in particular. For more adequate 
treatment of this subject the reader might do well to consult the following: Kóhler, W., 
The Place of Value in a World of Fact. New York, Liveright, 1938; and Lundberg, 
G. A., “ Can science validate ethics,” Bull. Amer. Ass. Univ. Prof., 1950, 36, 262-275. 

38 Fromm, E., Man For Himself, pp. 35-36- 
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be free and virtuous, or what Freud called “ healthy." Viewed in a broad 
perspective, Freud's aim can be seen as an endeavor to replace the irra- 
tionality of id impulses by the rationality or reason characteristic of the 
ego, and thus bring about a cure. In fact, Fromm defines the analytic re- 
lationship “as one where two people — the analyst and the patient — de- 
vote themselves to the search for truth.” 

Fromm also perceives an implicit non-relativistic orientation in Freud's 
references to character differences as being influenced by stages of libido 
development and fixation. Ethical values are implicit in Freud’s descrip- 
tions of oral, anal, and genital types, respectively. Both oral and anal char- 
acters are depicted as ethically inferior. Selfish dependency is characteristic 
of the one, stinginess of the other, and greediness of both. Only the genital 
type achieves a “ mature, independent, productive character, capable of 
loving and of working.” 

In Fromm's opinion, Freud never worked out the foregoing ethical im- 
plications of the psychoanalytic theory of character development. Freud 
was too occupied with investigation of the neurotic character to devote 
much attention to elaboration of what it means to be a “ genital and ma- 
ture character.” In compensating for this presumed Freudian neglect, 
Fromm views the various stages of development not so much as successive 
phases of the biology of instinct, but as products of a socializing process. 
For him the so-called “ genital character” is only incidentally to be de- 
scribed in terms of a heterosexual orientation. What is of greater impor- 
tance is the part played by such orientation in terms of the individual’s 
readiness to play adult parental roles, to assume mature responsibility for 
a family, to share in community obligations, and to contribute to cultural 
advance by being a “ productive” person. 

Only the predominantly productive person is fully mature in Fromm’s 
scheme of characterology. This scheme is based upon consideration of 
basic or prevailing attitudes toward others. It has to do with the nature of 
interpersonal relations as the process of socialization comes to shape per- 
sonality development, with the various ways in which people react to others 
in their efforts to satisfy wants. These wants may embrace the entire gamut 
of desire, from the quest for food to the quest for a custom-built converti- 
ble. A crucial question is: How is the person oriented or set to acquire or 
assimilate what he wants? The productive person, Fromm would say, is 
ready to work for what he needs without being a burden to others, or ex- 
ploiting them, or being indifferent to their welfare, or treating them as if 
they were merely a means to enable him to achieve his own goals, 

The nonproductive person, on the other hand, has a different orienta- 

81 Man For Himself, pp. 110-117. 
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tion, which varies with different nonproductive people. There are some 
whose basic attitude seems to be an expectation of things coming their 
way through the generosity of others. This is the receiving, or accepting, 
orientation. It may be viewed as the adult outgrowth of the infant’s readi- 
ness to be fed and clothed. The prevailing social attitude here is one of 
submissiveness, much as if an individual were to say to himself, “ By be- 
ing loyally submissive to people, they'll take care of me and give me what 
I need.” The opposite of this mode of nonproductive orientation is ex- 
emplified by the exploiting, or taking, attitude. It suggests the aggressive 
behavior of a self-willed youngster grabbing things for himself. Fromm 
sees it involved in sadistic domination over others in accordance with some 
such formula as, “If I can show others I'm the master, I can take what I 
need from them.” 

Both the receptive and the exploitative personalities are forced into 
some kind of active relationship with others, or what Fromm describes as 
a symbiotic kind of socialization. There are two other forms of nonproduc- 
tive orientation, which are characterized by detached or withdrawn personal 
relationships rather than the symbiotic kind. They involve more of an ob- 
ject-orientation than an interpersonal one, in the sense that acquisition of 
things is more important for them than social relationships or the cultiva- 
tion of friendships. Fromm calls one of these the hoarding and the other 
the marketing character.** In the former there is little inclination to de- 
pend on others for the gratification of needs. By hanging on to his posses- 
sions and being careful about their consumption the hoarding personality 
copes with his security impulses. He keeps away from others the way a miser 
dodges personal contacts and, like the miser, the hoarder is apt to be dis- 
trustful and to view the outside world as menacing. In the marketing 
personality one finds less distrust of the outside world and a greater readi- 
ness to deal with people, but more for the purpose of trading and exchang- 
ing things with them. The social contacts are friendly but superficial, like 
that of salesman and customer. The friendliness is a means to an end 
rather than an expression of genuine fellowship. No one of these nonpro- 
ductive characters is capable of such fellowship. Only the productive char- 
acter reaches the requisite level of development to experience the kind of 
love of which such fellowship is an expression. In fact, for Fromm *? “love 
is the productive form of relatedness to others and to oneself.” By this he 
means concern for the welfare of the other person, respect for him, and a 


28 Those familiar with Freud's characterology will recognize these references to 
hoarding and marketing as probable elaborations of the “anal” impulses to retain and 
to yield, just as Fromm’s receiving and exploiting characters are elaborations of Freud’s 
oral dependent and oral aggressive personality types, respectively. 

39 Ibid., p. 110. 
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sincere interest in his growth and development. He also refers to such love 
as “the expression of intimacy between two human beings under the 
condition of the preservation of each other's integrity.” To enable a 
patient to experience this kind of love is what Fromm seems, by impli- 


Karen Horney 


cation, to regard as the ideal goal of psychotherapy. It is another way of 
seeing personality integration in terms of emotional maturity and social 
sensitivity.“ 

Horney’s Views. In addition to Fromm there are other important Neo- 
Freudians, but to do justice to all of them would exceed the scope of this 
volume. We shall have to content ourselves with a sketch of some of the 


40 More recently Fromm has outlined the relationship of this general approach to 
man's quest for security in terms of religious loyalties. See Fromm, E., Psychoanalysis 
and Religion. New Haven, Yale Univ. Press, 1950. : ^i 
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views of only one of them, Karen Horney, in order to indicate that Fromm 
is not alone in his tendency to regard psychoanalysis as being what Harry 
Stack Sullivan once defined as a “ study of interpersonal relations.” Such 
a definition marks the shift from Freud’s preoccupation with man’s dis- 
torted instinctual life to the social science orientation of the Neo-Freudians. 

Horney spent many years as an orthodox psychoanalyst, but eventually 
found herself questioning some of the foundations of Freud's system. She 
had trouble accepting the libido theory, the concept of a death instinct, 
and some of Freud's views regarding the nature of feminine psychology. In 
her search for ways of salvaging what she found helpful and tenable in 
psychoanalysis she was much influenced by many of Fromm's suggestions. 
She began to see neurotic difficulties as products of the child's insecurities 
in cstablishing comfortable interpersonal relations. If the insecure child — 
the one who experiences his world as a world of threat — strives to work 
out a technique of dealing with what he experiences as menacing people, 
there are, broadly considered, three possible strategies for him to stumble 
upon. In the words of Horney,*? such “a child can move toward people, 
against them, or away from them.” This formulation is closely akin to what 
was just referred to in connection with Fromm's character types. The recep- 
tive type moves toward people for protection by being submissively de- 
pendent; the exploitative personality tends to be hostile and to move 
against people as he tries to assert his domination over them; finally, both 
the hoarding and the marketing personalities were seen to hold themselves 
aloof from people, or to play safe by moving or keeping away from them. 

Moving toward people, or against them, or away from them may, of 
course, under given circumstances, be altogether appropriate and normal. 
To rush toward a group of policemen for protection when being pursued 
by an enraged bandit is not abnormal. Nor would it be abnormal for one 
of the policemen to move against the bandit, or for an innocent bystander 
to move away from the latter two, as the fighting gets under way. Horney 
is not referring to such adaptive interpersonal maneuvers. Instead, she is 
referring to maladaptive or neurotic ones, in the sense that the specific 
action is inappropriate as well as compulsive. The individual is driven to 
behave in a given way, even though he may be aware of the ineffectiveness 
or even the foolishness of what he feels impelled to do or say. A victim of 
stage-fright, for example, feels impelled to scurry away from the audience, 
even though this impulse runs counter to his intention to deliver an ad- 
dress. The tired mother may experience an impulse to strike and scold a 
whining child, even though in the very act of yiclding to the impulse she 
recognizes how “ wrong " she is to do so. 

41 Horney, K., Our Inner Conflicts. New York, Norton, 1945, p. 42- 
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Such commonplace illustrations serve to remind us of the need to per- 
ceive neurotic behavior in terms of its compulsive, maladaptive, or conflict- 
resolving implications. The neurotic character structure must be under- 
stood in the light of such implications. This involves consideration of much 
of what has already been discussed in terms of the insecurity syndrome and 
the various defense dynamisms,** for Horney stresses the latter syndrome 
in her concept of “ basic anxiety.” 

For the child to be so treated that he comes to regard people as hostile, 
unjust, menacing, deceitful, brutal or, in general, as against him, is to 
arouse basic anxiety in that child. This kind of anxiety is the emotional 
soil in which the roots of neurotic trends become embedded. It is the 
anxiety which might be aroused in anybody who comes to view his world 
as actually or potentially hostile, and who feels himself utterly powerless 
to cope with such hostility. A young child deserted by its parents might 
experience such devastating anxiety. So might a child who fears such de- 
sertion because of real or fancied wrong-doing, or the child who has reason 
to think of its parent as a monstrous agency of vengeance threatening to 
mutilate a sinful youngster. This is the kind of anxiety Freud had reference 
to in his concept of castration fears. 

In this sense, Freud recognized the role of a fundamental anxiety in the 
causation of a neurotic personality. For him, however, this anxiety was con- 
tingent upon the child’s Oedipal struggles and other aspects of balked libi- 
dinal strivings. Horney, on the other hand, repudiated the libido theory. 
Furthermore, she also questioned the Freudian emphasis on sexual frustra- 
tion as the antecedent of neurotic character development. Instead, she 
came to view deviant and troublesome sexuality as the consequence of a 
neurotic personality. This kind of personality, in other words, has trouble 
in dealing with the frustrations, disappointments, and the challenges of 
life because of the way in which the basic anxiety comes to undermine self- 
confidence and to engender a fear of other people. Such lack of confidence 
and such fear handicap the neurotic in his dealings with others. The handi- 
cap is a social one: learning to love and be loved is fraught with difficulty. 
In the light of this perspective, sexual difficulties can be seen as the effect 
rather than the cause of the neurotic trends. 

Horney emphasizes the importance of having the therapist aid the pa- 
tient to recognize his neurotic trends, so that the stage may be set for deal- 
ing with them realistically, in the hope of building up new attitudes to- 
ward himself and others and thus establishing more mature and more 
satisfying interpersonal relationships. To accomplish this, Horney does 
not deem it absolutely essential to find out in detail just what infantile or 

42 See Chapter 3. 
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childhood experiences have been repressed. In her opinion, the adult neu- 
rotic behaving somewhat childishly in a given situation is not just duplicat- 
ing what had been his reaction to a similar difficulty experienced in child- 
hood. The present reaction is not an unmodified repetition of an infantile 
reaction. Today's complex may have its beginnings in some traumatic epi- 
sode of thirty years ago, but merely finding out the nature of the episode 
by means of psychoanalytic probing will not suffice to dispose of contem- 
porary neurotic conflicts. 

According to Horney, Freud seems to have believed that a repressed 
experience becomes detached from the total stream of experiences, and in 
its dissociated form comes to exercise an adverse influence on the patient’s 
subsequent emotional progress. She interprets Freud to mean that such a 
complex becomes isolated or encapsulated so that, although it cannot be 
modified by later experiences, it can nevertheless influence them. This con- 
stitutes a one-way relationship: the complex causes neurotic behavior, but 
the complex itself remains unchanged through the years. 

Some neurotic difficulties seem to fit such a formula. For example, 
there are phobic reactions touched off by fixed stimuli, where the patient 
is unable to explain the reason for his dread, and where the phobia is be- 
ing experienced in the same way year after year. In the Damon-Brown 
case of hysteria mentioned in Chapter 10, it will be recalled, the patient 
had a morbid fear of cats, and also an inexplicable compulsion to keep 
doors closed. The patient was completely amnesic with respect to the child- 
hood terror responsible for the origin of these symptoms. Freud would have 
attributed such amnesia to repression. However, despite the repression, 
Miss Damon continued to exhibit the symptoms. The fact that she came 
across harmless cats and innocuous open doors failed to have any effect on 
the underlying complex. This is tantamount to saying that her neurotic 
attitudes toward cats and doors remained unchanged. Learning was 
blocked; hence her phobic reactions with respect to them was the same 
year after year. 

It is this sort of account of neurotic behavior which Horney questions. 
She holds that “ there is no such thing as an isolated repetition of isolated 
experiences; but the entirety of infantile experiences combines to form a 
certain character structure.” ¢* As she sees it, subsequent adjustment trou- 
bles are an outgrowth of the latter structure. She is thus unwilling to regard 
these classical accounts of repressed or dissociated traumatic episodes as 
satisfactory explanations for their presumed remote and persistent effects. 
Instead, she describes the neurotic character structure as a product of the 
interplay of significant interpersonal experiences. An adult’s meek behavior 

48 Homey, K., New Ways in Psychoanalysis. New York, Norton, 1939, P. 9- 
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in the presence of a scolding traffic cop involves more than a reactivation of 
a childhood reaction to a scolding father. In her opinion, one does not dis- 
pose of such matters by a glib reference to an “authority figure.” She does 
not minimize the significance of paternal scoldings in slanting a child’s atti- 
tudes, but she sees more than the father involved in the total process of 
shaping beliefs about authority, obedience, duty, and similar aspects of 
discipline. 

In decrying what she takes to be Freud’s insistence on the isolation of 
childhood experiences, Horney is seemingly mindful of the fact that such 
experiences have to do not merely with parent figures, but come to include 
siblings, playmates, teachers, preachers, neighbors, and many others. Out 
of all such interpersonal relationships the individual comes to develop his 
notions about human nature in general, and his own human nature in 
particular. It is never just a matter of a single, early traumatic experience, 
or of a single frustrated libidinal impulse, but rather of the total drift of 
the child's dealings with other people. In general, in accounting for “ neu- 
rotic trends” Horney places more emphasis on interpersonal conflict and 
conflicts implicit in our competitive culture than she does on instinctual 
factors. Nevertheless, she also recognizes the possible influence of consti- 
tutional or temperamental factors in making some persons more vulnerable 
than others to such conflicts, for in one passage ** she refers to “ neurotic 
trends” as due to “the combined effect of temperamental and environ- 
mental influences.” Her chief contribution to modern psychotherapy, how- 
ever, lies in her incisive elaboration of the way in which conflict-arousing 
“environmental influences” produce the “ basic anxiety” of the neurotic 
patient. 

Concluding Comments. The foregoing discussion of the basic teachings 
of some of the sponsors of distinctive schools of psychotherapy can now 
be seen as a discussion of Freudian and allied schools. In other words, this 
chapter has dealt not merely with the concepts of Freud, but also with 
psychotherapists who reacted against these concepts, as well as with some 
who modified them without repudiating psychoanalysis. In general, Adler, 
Jung, and Rank can be classified among those who reacted against Freud, 
while Fromm and Horney belong to the other group. At all events, the 
latter two do not object to being called Neo-Freudians and continue to 
think of themselves as psychoanalysts. The other three became the leaders 
of separate schools with distinctive names. Nevertheless, even these three 
had started out mote or less as disciples of Freud. Consequently, historically 
considered, all the teachings so far introduced may be viewed as either the 
direct or indirect products of a psychoanalytic orientation. It is thus diffi- 


44 Horney, K., Self-Analysis. New York, Norton, 1942, p. 43. 
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cult to deal with any aspect of psychotherapy without taking this orienta- 
tion into account. Even those psychotherapeutic approaches which de- 
veloped independently of the psychiatric tradition have been influenced by 
this orientation. Some of these approaches will be discussed in the next 
chapter in order to complete our survey of therapeutic teachings. Accord- 
ingly, we shall put off considering the practical implications of the various 
teachings considered here until they can be evaluated in the light of addi- 
tional teachings, which will be introduced in the next chapter. 


18. Therapy: Non-directive and 
Experimental Approaches 


Some vicrms of functional disabilities are troubled people, some are 
troublesome people, and some are both troubled and troublesome. The 
troubled ones are likely to seek help, while the troublesome ones are more 
likely to force relatives or neighbors to call for help. The help is by no 
means restricted to those who list themselves as: psychiatrists, or clinical 
psychologists. Numerous kinds of professional personnel in addition to the 
latter may come to be involved in the treatment of such disabilities. Not 
only the family physician, but also the school counselor, or the visiting 
nurse, or a probation officer, or a social worker may have to come to grips 
with the difficulties of the muddled, the inadequate, the anti-social per- 
sonalities, and the other personalities one thinks of in connection with the 
categories of character and behavior disorders and the psychoneurotic dis- 
orders. Furthermore, various public and private institutions and volunteer 
groups are not infrequently called upon to deal with these difficulties. We 
need only think of social service agencies, police courts, Alcoholics Anony- 
mous, narcotic squads, societies for the prevention of cruelty to chil- 
dren, the Salvation Army, and settlement houses. 

All the foregoing professional workers of the official and unofficial 
agencies they represent have suggestions to make, programs to outline, 
and, on occasion, even disciplinary measures to introduce. This brings up 
an important question, If we assume that such suggestions, programs, and 
measures are of help to the clients, shall they be classified as therapy? 

It is also in order to remind ourselves that troubled people consult 
lawyers and clergymen. It is by no means uncommon for a tense, embit- 
tered, and mutually antagonistic married couple to consult with the family 
lawyer about a divorce, and to have him so manipulate the interview as 
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to effect a reconciliation with consequent reduction or elimination of the 
tension and antagonism. Is such a lawyer practicing psychotherapy? Nor 
is it uncommon for a worried, discouraged, and bewildered parishioner to 
experience a genuine change in outlook and a lift of his morale as a result 
of the comfort and hope engendered by what his priest, or minister, or 
rabbi has to say to him.* If this happens, shall we say that the clergyman 
in question was employing psychotherapy? Occasionally, too, an under- 
standing and sympathetic teacher may succeed in helping a despondent 
youngster learn to study more effectively and to win a modicum of social 
recognition within the school community, with a gratifying change in the 
boy's whole “ style of life” and the disappearance of his despondency. Is 
such a teacher doing the job of a psychotherapist? 

By this time it should be evident that the concept of psychotherapy 
needs to be clarified. It should also be clear that techniques for aiding 
people to cope with personal problems go beyond the “ basic teachings” 
discussed in the previous chapter. Some of these techniques are outgrowths 
of endeavors to help distressed, perplexed, or troubled people who are not 
classifiable under any of the categories listed in our outline of psychopath- 
ology. This is another way of saying that “ normal” people also come to 
“ specialists” for help in disposing of their problems. Personal difficulties 
are by no means restricted to aments, dements, and other psychiatric 
casualties. 

Practically everybody has occasion to seek help at one time or another 
for some sort of problem. Many of these problems arise so frequently that 
social agencies of various kinds have been organized to deal with them. 
There are family service societies to help people straighten out domestic 
tangles. There are vocational guidance agencies to help puzzled people 
orient themselves professionally or vocationally. There are child guidance 
clinics to help troubled parents deal with difficult children. There are 
educational clinics to help students with learning difficulties. There are 
legal aid societies to help people in need of a lawyer's services. Helping 
people in trouble has thus become a many-branched activity involving al- 
most all significant aspects of life. No single expert can be an expert in all 
such aspects; hence the need for a division of professional labor. But what 
is also needed is a systematic program for the professional worker in each 
of these branches of presumed expertness. 


1 An informative account of the application of current psychological theories of 
counseling to many aspects of parish work is to be found in the following: Hiltner, S., 
Pastoral Counseling. New York, Abingdon-Cokesbury, 1949; and Journal of Clinical 
Pastoral Work, to be secured by communicating with the Council for Clinical Training, 
2 East 1031d Street, New York City 29, New York. 
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NON-DIRECTIVE THERAPY 


In some respects the schools of psychotherapy mentioned in the last 
chapter may be said to have been concerned with laying the groundwork 
for such a planned program. Within the past decade some of their princi- 
ples have been fused into a somewhat novel and decidedly stimulating 
program under the sponsorship of Carl Rogers. This psychologist has be- 
come the leader of a very active movement which is variously called client- 
centered therapy, non-directive therapy, or, less formally, the Rogerian 
approach. The first important systematic exposition of his viewpoint ap- 
peared in his book entitled Counseling and Psychotherapy." It is not easy 
to compress his views into a few pages. In addition, to treat it adequately 
would necessitate the introduction of elaborations suggested by some of his 
students, as well as criticisms made by others who prefer more “ directive” 
forms of psychotherapy and counseling. Consequently, what is said here 
should not be construed as more than a suggestive outline.* 

The Release Aspect. At first glance Rogers’ method may impress one as 
astonishingly simple, but this would be a misleading impression, In reality, 
it is a fairly complex technique and calls for considerable psychological 
sophistication. A Rogerian therapist does very little talking. He also refrains 
from giving advice. Even though he may call himself a counselor, he sup- 
plies a minimum of counsel. He is also chary about giving information or 
doing the thinking for the patient. 

Instead, he plays the role of emotional sounding board by paying care- 
ful attention to what feelings are being expressed. In fact, he is more in- 
terested in noting feeling-attitudes than in noting ideational content. How 
the patient feels about an issue is more important for him than the issue 
itself. Getting the patient to give free and spontaneous expression to his 
feelings is one of the chief functions of the therapist employing this 
method. In fact, even some who are not Rogerian therapists would en- 
dorse this emphasis on emotional expression as an essential feature of effec- 
tive psychotherapy of any sort. They may even give it a special label like 
release therapy, thus stressing the importance of liberating pent-up feel- 
ings as the crux of the therapeutic process. 


2 Rogers, C. R., Counseling and Psychotherapy. Boston, Houghton Mifflin, 1942. 

3 For more adequate understanding the reader ought to consult some of the more 
representative books and articles. Fortunately, many of the articles are now accessible in 
convenient form in the following volume: Brayfield, A. H., Readings in Modern Meth- 
ods of Counseling. New York, Appleton-Century-Crofts, 1950. Most of the articles cite 
bibliographic sources so that the interested student can readily learn about additional 
articles and books by consulting this volume. 
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The psychological need for such liberation or release as a means of 

bringing peace to troubled souls is, of course, not an essentially modern 
discovery. It has long been part of the common-sense psychology of com- 
mon folk everywhere. It is implied by such trite phrases as “ confession is 
good for the soul," “ getting it off one's chest,” “ pouring out one’s heart,” 
and similar sayings. It has been incorporated in religious rituals by denomi- 
nations whose adherents are required to “go to confession.” It is being 
recognized by those parents who urge silently troubled youngsters to “tell 
mother all about it.” Freud recognized it in his early emphasis on abreac- 
tion and catharsis. There is no need to multiply examples of the wide- 
spread recognition of the close relationship between emotional release and 
the restoration of inner peace. 
Reflection of Feeling. Under the circumstances, it is altogether in or- 
der to ask whether there is anything essentially new in this Rogerian em- 
phasis on feelingatttitudes and their expression in the counseling relation- 
ship. Is this emphasis different in any way from what everybody knows 
about the value of confession for the guiltladen or emotionally troubled 
person? Actually, in terms of the total Rogerian method, it is considerably 
different. To appreciate the difference it is necessary to realize that a 
Rogerian therapist does not merely pay close attention to the patient’s 
expressions of feeling, but also reflects such feeling. 

By reflection of feeling is meant the verbal expression by the therapist 
of the affective import of what the patient has just told him. This means 
that the therapist has to make a distinction beween the ideational content 
and the affective import of the patient's remarks. 

Consider the following statement by a patient for the sake of example: 


“ I hated my life in the Army because the men in my company were always 
picking on me and the officers were picking on me and I never got a promotion. 
I went in as a buck private and after three years I was still a buck private." 


A Rogerian therapist would not reply to this statement by saying: 


* The Army is a vast institution and deserving men sometimes get a raw 
deal. You ought to consider the whole problem from the viewpoint of the gi- 
gantic task confronting the military leaders." 


Such a reply illustrates what is meant by emphasis on content to the neg- 
lect of the patient’s feelings. A reply illustrating a consideration for the 
latter aspect of the patient's complaints would be a simple comment like, 
“You feel resentful.” This sort of comment keeps the interview focussed 
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on the patient’s emotional difficulties, and is more likely to induce him to 
face these difficulties. 

Reflection of feeling is thus indulged in for the purpose of keeping the 
patient from evading his need to come to grips with central as opposed to 
peripheral issues. Just what this implies psychologically may not be im- 
mediately obvious, for the term reflection is somewhat ambiguous in this 
context. As was just suggested, it has nothing to do with reflection in the 
sense of mulling over a topic or thinking through a problem. Instead, it is 
a metaphoric reference to the reflection of light, as if the therapist were 
functioning like a mirror in which the patient can inspect his own emo- 
tional attitudes. By reflecting feelings in this fashion the therapist pre- 
sumably enables the patient to catch glimpses of crippling fears, feclings 
of dependence, attitudes of envy, jealousy, resentment, and a multiplicity 
of other emotional factors influencing his life. 

As might be expected, the non-directive method is not altogether dif- 
ferent from other methods in all respects, but if it has any distinctively 
novel feature it is this one of reflection of feeling. By thus steering the 
direction of every therapeutic interview to feelings and emotions, the thera- 
pist may be “ directive” in the negative sense of not encouraging random 
explorations of relatively unimportant, purely ideational and possibly de- 
fensive neutral topics. 

Such explorations would be more akin to the verbal exchange that takes 
place at a party when people engage in polite conversation, and strong 
emotional expression is inhibited in the interest of good social form. But a 
therapeutic interview is not a casual social engagement. Its purpose is to 
aid a troubled person to learn to handle his difficulties more efficiently. 

Troubles and difficulties have to do with what people value, and what 
people value comes to involve their emotions. Ideas that fail to be rooted 
in feelings are not significant or, as Fromm * has put it, “no idea is more 
potent than its emotional matrix.” When Rogers stresses the importance 
of feclingreflection he is suggesting a technique for shunting out the 
trivial, the irrelevant, and the superficial. 

Non-directive and Client-centered Aspects. To understand the reasons 
for calling this technique both “ non-directive " and “ client-centered,” it is 
necessary to discuss the meaning of each of these terms. A non-directive 
interview is not dominated by the therapist’s preferences, standards, and 
personal goals. He does not try to win the patient over to his viewpoints or 
solutions. He does not cajole, persuade, admonish, argue, order, or employ 
any device for the purpose of imposing any particular belief upon the pa- 


* Fromm, E., Psychoanalysis and Religion. New Haven, Yale Univ. Press, 1950, 
p. 62. 
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tient. He never solves a problem for the patient, or even indicates what 
general direction the solution should take. In this respect he acts like a par- 
ent who refuses to help a child by doing the arithmetic homework for the 
youngster. To help him may be good review for the parent, but does not 
improve the child’s mastery of the subject. This comparison is helpful only 
in this respect. In other respects it is misleading, for the average parent 
insists that lesson assignments be carried out. 

A non-directive therapist never insists upon having the patient do any- 
thing. He operates on the assumption that the patient has the capacity to 
work out his own solutions and his own way of life in his own way. In this 
sense he makes respect for the dignity and worth of the patient's individ- 
uality a central feature of his therapeutic outlook. He accepts the patient 
without passing judgment on attitudes expressed or beliefs held by him. 
He tries to maintain an attitude of detached friendliness, irrespective of 
what the patient reveals or does. 

The patient's needs and goals constitute the focus of the therapy ses- 
sions. Such a focus serves to show what is meant by calling this client- 
centered therapy. It is not centered upon the particular problem, nor upon 
the therapist’s private wishes. This sort of centering is necessary if the pa- 
tient is to determine the kind of person he is to become as an outgrowth 
of what his therapeutic opportunity affords. The centering as well as the 
non-directive features of the Rogerian method can now be seen as correla- 
tive aspects of the method. 

Democratic Aspects. In terms of a broader perspective, the Rogerian 
method stands out as a most democratic therapeutic technique. It is based 
upon faith in the ability of the common man to arrive at a personally satis- 
fying scheme of values for himself without an outsider having to tell him 
what to do, when to do it, or how to do it. It is a democratic method in 
the sense of being the antithesis of an authoritarian method, for authori- 
tarian interview relationships take place in an entirely different psycho- 
logical atmosphere. Advocates of the authoritarian method operate on the 
assumption that the therapist knows the answers to the patient’s problems, 
and that by submitting to the guidance of such an “ expert,” the patient 
can dispose of his problems. 

The authoritarian therapist is likely both to pass judgment and to be 
non-accepting. He passes on what the patient has to say in terms of right 
and wrong, good and bad, beautiful and ugly. In doing so he determines 
what is acceptable and what is to be rejected. He does most of the think- 
ing for the patient and then imposes his solution on the patient if he can. 
A good example of this sort of authoritarian procedure is provided by the 
medical specialist who expects the patient to have complete confidence in 
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what the specialist and his staff do. The physician is presumed to know 
what tests are to be made, what diagnostic possibilities to consider, what 
surgical procedures may be called for, and so on. He asks the questions, 
gives the orders, and determines the therapeutic regime. As a medical au- 
thority he assumes an administrative or executive role. As a layman — one 
ignorant of the field of medicine — the patient, if he is a “ good " patient, 
places his trust in the specialist and does as he is told by doctor and nurse. 
The patient's chief responsibility is to obey orders, just as the specialists 
chief responsibility is to safeguard the health of the patient. This is not to 
be construed as a criticism of such conventional routine, but merely to 
point out that Rogerian psychotherapy has little in common with the con- 
ventional meaning of therapy in the medical setting. 

Unlike the medical specialist, the Rogerian specialist never directs the 
patient’s daily life. What is more, if he can, he avoids giving direct answers 
to such questions as, “ What do you think is wrong with me? " or “ What 
would you do if you had my problem?” or “ Would you call me a neu- 
rotic? ” Instead, he would try to reflect the feeling involved in such ques- 
tions, and thus avoid having the center of emotional gravity diverted from 
the patient to himself. 

Non-judgmental and Eclectic Aspects. Quite manifestly, the non- 
directive method provides for a rather unique kind of interpersonal rela- 
tionship, in which the patient coming for help soon learns that he will be 
expected to help himself — to do his own thinking about his own problems 
with virtually no guidance and no significant signs of approval or dis- 
approval from the therapist, despite the therapist’s evident interest and, 
respect for the patient as a person. This relationship is unique because, 
ordinarily, when there is such interest in another person’s difficulties, there 
is also much advice-giving and much partisan approval or disapproval of 
proposed solutions. But in this non-directive relationship the patient finds 
himself — possibly for the first time in his life — dealing with an obviously 
friendly listener who blandly refuses to be lured into the role of partisan 
counselor, amiable critic, or authoritative guide or judge. 

‘The very fact that the therapist remains receptive and friendly no mat- 
ter what the patient has to reveal makes it easier for the patient to reveal 
still more. The fear of being condemned or criticized because of selfish or 
unworthy impulses soon proves groundless, because the therapist never 
condemns or criticizes. And in the process of thus exposing his trouble- 
some impulses the patient may come to face their implications more thor- 
oughly and realistically than he ever could before. The very fact that his 
therapist can continue to be his friendly confidant, despite what has been 
brought to light regarding the patient's weaknesses or depravities, helps 
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the patient to be more self-accepting. The therapist's non-judgmental, 
accepting attitude may thus pave the way for the patient’s re-appraisal of 
himself so that, in favorable cases, self-respect and self-acceptance may take 
the place of self-condemnation and self-rejection. 

By recalling what was said about the basic teachings of some of the 
psychotherapists mentioned in the previous chapter, it may be possible to 
view Rogers' method as an eclectic synthesis of many of their principles. 
Having the patient do most of the talking in more or less spontaneous fash- 
ion is not too different from Freud's emphasis on free association. The 
emphasis on emotional factors is reminiscent of the cathartic method and 
the concept of abreaction. It will also be recalled that Jung was an early 
advocate of the importance of showing respect for the dignity and personal 
worth of the patient, and this tenet is obviously an essential part of the 
Rogerian therapist's professional attitude. 

Finally, the stress placed upon the need to have the patient assume re- 
sponsibility for the solution of his problems instead of having the therapist 
solve them for him was seen to be a cardinal feature of RanK's therapeu- 
tic philosophy. Rank's purpose was to help the patient become emanci- 
pated from dependence upon outside help. and to aid him in the attain- 
ment of greater degrees of self-control and self-guidance. Because such 
changes were regarded as involving activation of the patient's volitional re- 
sources, Rank's technique came to be called will-therapy. In this sense, the 
non-directive therapist may also be said to be employing will-therapy, for 
he too is endeavoring to strengthen the patient’s self-directive potentialities. 

What seems to be rather unique in the Rogerian method is the com- 
bination of feeling-reflection and deliberate avoidance of any maneuver 
likely to switch the problem-solving focus from patient to therapist. That is 
why this method makes no allowance for maneuvers like supplying in- 
formation, scolding, exhorting, arguing, interpreting, or, in brief, doing 
anything for the patient that he is capable of doing for himself. 


THE CONCEPT OF COUNSELING 


As might be expected, the formulation of an explicitly non-directive 
mode of psychotherapy has not gone unchallenged. Directive psychother- 
apy has been defended as a necessary and useful procedure. Thorne * has 


5 The criticisms of non-directive methods are somewhat scattered. A convenient 
source for many of them along with helpful bibliographic references is to be found in 
the two articles on “ Directive Psychotherapy " by Frederick C. Thome, Articles 14 and 
15 in Brayfield's volume. (See footnote 3-) 
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been especially active in this defense. He maintains that there are numerous 
occasions when it is desirable for the therapist to supply factual data, to 
plan a course of action for and with the patient, to deter a patient from an 
unwise course of action, to point out alternative plans of procedure, and 
to give other kinds of counsel in the light of the specialized knowledge and 
experience the trained therapist possesses. 

This introduces an issue which has been neglected so far. In his writ- 
ings Rogers makes repeated references to psychotherapy and to counseling. 
He evidently assumes that the ordinary connotations of these words will 
suffice to reveal the differences in meaning, for he fails to elaborate upon 
the distinction. Nevertheless, students seem to have trouble in making a 
clear-cut distinction. 

Clinical ys. Consulting Psychology. As Rogers employs the terms, it 
seems altogether clear that both counselors and psychotherapists are to ad- 
here to non-directive procedures. As a consequence, he does not hold that 
counseling involves directive intervention, while psychotherapy is to be 
exclusively non-directive. Both are to be non-directive and, by implication, 
both can be operative in dealing with a given patient or client. 

This reference to patients and clients may supply a clue, for ordinarily 
sick people are patients who seek physicians for therapy, while those who 
go to lawyers for counsel are more troubled than sick. Thus, the troubled 
businessman seeks advice from an investment counselor. Evidently, the 
concepts of psychotherapy and counseling are not precisely identical. This 
is clear not merely in terms of the considerations just mentioned, but also 
from the fact that in recent years the field of clinical psychology has been 
differentiated from the related field of consulting psychology. Each of these 
fields has separate journals. Furthermore, an official group like the Ameri- 
can Board of Examiners in Professional Psychology awards separate di- 
plomas for competence in these separate fields. The presumption is that, 
although there is much overlap in the professional work of counselors as 
opposed to clinicians, their roles and specialized skills are sufficiently dif- 
ferent to justify separate professional designation. Before venturing to 
differentiate counseling from psychotherapy, it might prove helpful to 
introduce some unambiguous, clear-cut examples of situations calling for 
one rather than the other kind of professional attention. 

Some Examples. A student unable to decide whether to register for a 
course in solid geometry or one in trigonometry needs counsel rather than 
therapy. But the student who can never make a decision about anything, 
from going to a movie or selecting a tie to opening or closing a window is 
more in need of therapy than of counsel. The man who has just invented 
a new gadget may need counsel in order to find out how to patent it, while 
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the man who refuses to consult a patent attorney because, as he says, “ all 
lawyers are crooks and they'll steal my invention " may be more in need of 
therapy than counsel. The tennis player who keeps losing because he never 
learned how to grip the racket correctly can profit by counsel from a ten- 
nis expert, just as the player who has a morbid fear of being struck by a 
tennis ball would do well to seek therapy. The automobilist who has to 
stop in order to find out which route to take needs counsel or guidance, 
but the driver who has to stop because a superstitious premonition of an 
accident arouses anxiety needs something different from mere guidance. 
He needs psychotherapy. 

Differentiating Counseling from Psychotherapy. By glancing over the 
foregoing examples it will be seen that in cases calling for counsel the 
problem as such was the main concern, while in cases calling for therapy 
the individual was the object of concern. By hypothesis, the difficulties 
mentioned are disposed of once the student learns that trigonometry is 
needed to enter the engineering school he plans to attend, the inventor 
learns the name of a reliable patent attorney, the tennis player changes 
his grip, and the automobilist is headed in the right direction. Suitable 
counsel solved these problems. 

But the other examples cannot be brought within the scope of such 
simple solutions. They imply a need for changes in the personalities con- 
cerned — changes in outlook, emotional sensitivities, and fundamental at- 
titudes, In other words, they call for some degree of personality modifica- 
tion, or an alteration of character structure. This requires psychotherapy 
rather than counseling. 

If this distinction holds, then psychotherapy is especially relevant to 
the treatment of those classified as troubled because of behavior disorders, 
character disorders, neurotic disturbances, and similar functional disabili- 
ties, all of which belong to the general category of the abnormal. In some 
sense there is something wrong with a person who needs psychotherapy. 
On the other hand, in the light of this perspective, people whose problems 
respond to counseling need not have anything wrong with them that justi- 
fies psychiatric classification. Unless some such distinction is made the 
term “therapy” is altogether inappropriate. But in the present context 
and with specific reference to the customary association of the concepts of 
counseling and psychotherapy, the distinction just introduced may prove 
clarifying. 

This is not to overlook the fact that many cases in actual practice 
require both counseling and psychotherapy. As a consequence, every pro- 
fessional counselor functions as psychotherapist on occasion, just as every 
professional psychotherapist often employs the counselor's techniques. This 
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is a reminder of what was said earlier regarding the oyerlap in the two pro- 
fessional roles. But despite this overlap, each one has a somewhat distinc- 
tive job to do. Let us clarify this by means of a simple analogy: in baseball 
both pitcher and catcher have distinctive jobs to do, even though there 
is an overlap in that both have to catch balls, to throw them, and to hit 
them — if possible — when they take their turn at bat. Nevertheless, despite 
this overlap of skills and duties, a pitcher's role is not to be confused with 
that of the catcher. 


THE CONCEPT OF PSYCHOTHERAPY 


There are still other forms of psychotherapy in addition to those already 
discussed, but to do justice to all of them would require a separate vol- 
ume." The ones mentioned in this and the previous chapter suffice as more 
or less representative samples of the kinds which are being discussed in the 
technical journals. In general, no very useful purpose would be served by 
cataloguing all the variants of these samples. Instead, it will be more 
profitable to pause and take stock of the psychological implications of the 
concept of psychotherapy. 

It was suggested above that the term therapy may really be somewhat 
inappropriate as a designation not only for what is done in its name, but 
also in terms of the objectives sought after. In reality, it is a medical rather 
than a psychological term. It has to do with drugs, massage, poultices, anti- 
toxins, diet, and kindred medical matters, and refers to curing illnesses like 
malaria, pneumonia, diphtheria, and so on. Such illnesses fall within the 
scope of structural or organic diseases. However, the concept of psychother- 
apy has been introduced to designate what is being done to rectify func- 
tional disturbances. By retaining the suffix therapy, the notion of an essen- 
tially medical mode of procedure may be interfering with the emergence of 
ideas more directly relevant to handling such disturbances. Therapy denotes 
and connotes healing of some sort. The idea of healing is germane to sick- 
ness in the ordinary meaning of the word, but if, upon closer examination, 
this meaning should prove to be only remotely related to what are classified 
as behavior and personality disorders, then a search for more closely related 
factors is indicated. 

The quest for such related factors might well start with a hasty survey 
of the many suggestions for handling functional difficulties one comes 


® Sce Appel, K., “ Psychiatric therapy,” in Personality and the Behavior Disorders 
(J. McV. Hunt, ed.). New York, The Ronald Press, 1944, ch. 34. There are about two 
hundred references to problems of therapy supplied at the end of this article. 
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across in the literature. From Freud to Rogers one comes across all sorts of 
proposals, as has already been brought out in previous pages. Some of these 
proposals are so contradictory that their reconciliation seems impossible. 
Furthermore, trying to work one's way through the maze of psychothera- 
peutic principles is not likely to lead to the discovery of a single true path. 
This quest is apt to be both frustrating and confusing, even though all of 
the different leaders of “schools” of psychotherapy are presumably en- 
gaged in a common pursuit — to aid maladjusted individuals in the acqui- 
sition of better ways of coping with their varied assortment of troubles. 

Education and Therapy. In everyday life, when one person tries to help 
another learn how to cease bungling a job it is customary to recognize the 
helper as a teacher and the bungler as a pupil or learner. By recognizing this 
we may be on the trail of a serviceable array of clues. At all events, there 
may be more than a coincidental parallelism between techniques of psy- 
chotherapy and techniques of teaching or education. The clash between 
directive and non-directive therapists is comparable to the clash between 
progressive and traditional teachers. Like the non-directive therapist, the 
progressive teacher permits the student to set his own goals, encourages 
independent and spontaneous expression, shows respect for the pupil's 
worth and promise, prefers a democratic to an authoritarian learning atmos- 
phere, and abhors techniques of domination and coercion. 

The discussions regarding group versus individual therapy have their 
analogues in debates concerning the relative merits of private instruction 
versus class work. Moreover, just as some mental specialists have been 
searching for techniques of “ brief ” psychotherapy, so educational special- 
ists sometimes search for “short” courses and reduced curricula. In this 
connection, it is interesting to note that some critics of psychoanalysis have 
questioned the need for having analytic sessions run on “ interminably " 
month after month and year after year. They want to know why it has to 
last so long. Similarly, some critics of education want to know why twenty 
or more years of schooling are necessary before a young physician or lawyer 
is ready to hang out his shingle. In reply, it might be argued that both 
analysis and education can never be fully completed in the sense of learn- 
ing all about oneself in the case of the former, or all about one's area of 
professional endeavor in the case of the latter. 

No patient, a Freudian might say, is ever so exhaustively analyzed as to 
preclude the possibility of gaining still more insight. Stated somewhat 
differently, if one of the objects of psychoanalysis is to render the uncon- 
scious conscious and if complete analysis were attainable, then the recipient 
of such an analysis should lack a “ Freudian unconscious " at the end of 
his treatment. In some respects, this is like expecting a “completely " edu- 
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cated man to have no areas of ignorance, no erroneous ideas, and no need 
for additional self-improvement. 

Proponents of psychoanalysis report that a successful analysis may 
“transform ” a patient’s personality. Such transformation is attributed to 
the technical procedures and theoretic constructs employed by the analyst. 
However, assuming that the analyst is really playing the role of educator, 
one might ask what would happen to any student if similar arrangements 
were made for him to be “analyzed” by any respected person of learning 
—a favorite professor, a genial philosopher, a fatherly clergyman, a sympa- 
thetic jurist, or a well-read, kind-hearted, farmer. Let us suppose that the 
student meets with such a person for an hour a day over a period of four 
years and is encouraged to talk about himself without fear of ridicule or 
disapproval. No topics are taboo. He talks about his hopes, resentments, 
disappointments, lusts, ideals, values, prejudices, frustrations, political 
views, family affairs, news items, books, movies, religious difficulties, etc. 
Irrespective of the genial moderator’s own private views, our hypothetical 
student is likely to have a different understanding of himself at the end of 
four years of such daily sessions. His personal hierarchy of values is apt to 
be modified, It is even conceivable that his friends might note a personality 
change as such transformation of values results in modification of behavior. 
This is especially likely to occur if the student gained “ insight” as he ex- 
plored his inner world in the light of occasional comment made by the 
moderator. 

Of course, it is also conceivable that no great changes will take place, 
and that at the end of a year or two our hypothetical moderator will decide 
the student is not profiting from his daily opportunities for self-exploration. 
Under the circumstances, like the prudent analyst, he will decide to sched- 
ule no more appointments with this particular individual. In other words, 
not every analysis results in a “ cure” or perceptible “ improvement,” just 
as after four years of exposure to college lectures, laboratory work, and 
library assignments some students show no manifest progress in the way 
of better conversational skills, more rigorously controlled thinking, im- 
proved literary tastes, more systematic work habits, or a greater sense of 
responsibility as citizens. For such students the “ therapy” of a college edu- 
cation might well be regarded as a failure. 

Incidentally, as is well known, such failures are especially likely to occur 
if the student entered college not so much because of a love of learning 
or to satisfy a professional ambition, but primarily to please his parents, to 
join a fraternity, or to play football. The absence of a “ desire for an edu- 
cation " in cases such as these is comparable to the absence of a “ desire 
to get well” often noted in cases which fail to respond to protracted and 
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competently administered psychotherapy. That is why many psychothera- 
pists are reluctant to accept patients who come under duress, as opposed 
to those who come yoluntarily because they feel the need for outside help. 

The Therapist as Social Symbol. There is one more phase of our hypo- 
thetical situation which merits elaboration, namely, the fact that the so- 
called moderator was assumed to be a “ respected person of learning.” The 
word "respected" was emphasized to bring out the importance of the 
moderator as a social symbol. The implication of this for psychotherapy 
is often overlooked. 

Such therapy is an interpersonal process or, in Rank's phrase, involves 
a “dynamic relationship.” This relationship, as was brought out in the dis- 
cussion of the non-directive method, is different from a casual conversation. 
In fact, in the Rogerian setting, with the patient doing most of the talking, 
the conversation often comes closer to being a monologue. The therapist 
plays the role of a good listener. 

We now have to ask whether the character and personality of the lis- 
tener makes a difference in the therapeutic outcome. Will the patient be 
helped merely by talking to anybody who has learned the trick of reflecting 
feelings? If the patient is a man of forty-five and the therapist a bright high 
school boy who has mastered the art of listening and reflecting feelings, 
will the patient progress as rapidly and as well as he would if the therapist 
were a distinguished-looking man of sixty who has also mastered the 
Rogerian technique? What if the therapist impresses the patient as crude 
and vulgar — will this make a difference in the therapeutic outcome? 

In the case of many medico-surgical kinds of therapy the outcome is 
relatively independent of such personality factors. Provided the medication 
is appropriate for the given condition, it makes little difference whether it 
is administered by a timid youth, a mean-spirited oldster, or a man of 
distinction. A fractured bone will mend if properly set, irrespective of the 
bone-setter’s private life. But the techmiques of psychotherapy do not func- 
tion in this neutral, independent manner. 

What the patient thinks of his therapist seems to be an essential part of 
the dynamic relationship. Freud’s recognition of the importance of trans- 
ference phenomena is especially relevant in this connection. Transference, 
it will be recalled, refers not so much to fecling-attitudes of the patient 
elicited by what the analyst says or does, as to what the analyst stands for 
as a social symbol in the eyes of the patient. To employ a stock illustration, 
if the analyst — because of age, bearing, and reputation — is automatically 
classified as a ^ dignified authority " by the patient, then feelings associated 
with the concept of “ dignified authority " are likely to be aroused during 
the analytic sessions. Should the patient have thought of his father as a 
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“ dignified authority,” then some of the feelings he had for his father may 
be “ transferred " to the analyst. 

The transference may conceivably also involve feelings derived from 
experiences with teachers, preachers, and other “authority figures.” These 
figures come to be equated with notions of community sanctions, standards 
of decency, the wisdom of the race, the prestige of public opinion, or what 
society deems right and proper. In this sense the analyst or therapist be- 
comes a symbol for society in the eyes of the patient. However, he cannot 
function as such a symbol unless the patient reacts to him as a respected 
authority figure. 

Now, when the patient finds that such a figure continues to be friendly, 
understanding, non-judgmental, and non-rejecting no matter what short- 
comings and weaknesses are exposed, the stage is set for a transformation 
of his own attitudes toward himself and society. It is as if the patient were 
to say to himself, “ If this respected authority and splendid character does 
not berate me and disown me? after what I've told him of myself, maybe 
my case is not so hopeless and maybe people are not as harsh and unfor- 
giving as my own father’s harshness made me believe.” In other words, 
the dynamics of personality change are more likely to be touched off and 
move in a constructive direction if the therapist in terms of character and 
bearing can function as a surrogate for society. 

In the field of education one also finds that more than knowledge of 
the subject is expected of the teacher. Along with such knowledge school 
administrators stress character, bearing, and personality of the prospective 
teacher. Mastery of subject matter and knowledge of teaching methods is 
not enough to assure the furtherance of educational objectives. The teacher 
is also expected to function as a surrogate of society, at least in the sense of 
advocating what is presumed to be essential for safeguarding the integrity 
of the family, the welfare of the community, and whatever else a “ good 
citizen " is supposed to advocate. It is assumed that unless the pupils can 
respect the teacher as a person and a citizen, certain educational goals will 
be endangered. 

The Psychotherapist as ‘Teacher. Both ordinary teaching and formal 
psychotherapy can now be seen as having so much in common as to sug- 
gest a basic identity of the two functions. In both cases we are dealing 
with an interpersonal relationship in which one person is endeavoring to 


7 A vividly dramatic account of the disrupting psychological consequences of being 
berated and disowned by an authority figure is to be found in the description of a way- 
ward boy's reaction to his priest's disapproving anger as presented in the following case 
history: Evans, J., “ Johnny Rocco,” J. abnorm. soc. Psychol., 1948, 43, 357-383. The 
interview with the priest is described on p. 371. 
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help another gain new insights, develop more efficient habits, grow in un- 
derstanding and maturity, and, in general, become more self-reliant and 
competent. Just what constitutes the best or ideal way of extending such 
help continues to be a subject of controversy. There are rival educational 
philosophies, just as there are rival philosophies of psychotherapy. The ri- 
valry concerns the goals to be reached as well as the best methods of reach- 
ing them. 

No final answers can be supplied as yet. But the search for better an- 
swers might be facilitated by recognizing psychotherapy as a problem in 
learning from the viewpoint of the patient, and in teaching from the view- 
point of the therapist. The use of a word like therapy, may be obscuring 
such recognition. When a teacher suggests some reading material to aid a 
student in learning about a given subject, neither teacher nor student regard 
such a reading assignment as an extra-educational maneuver. However, 
when a therapist suggests a book or an article for the purpose of helping a 
patient get a better understanding of his difficulties, the maneuver is called 
bibliotherapy, implying that something over and above, or different from 
the learning process is involved. Such an implication may be misleading, 
and may interfere with intelligent understanding of what is being done, 
especially if the word therapy, as often seems to be the case, connotes 
something magical or mysterious. 

The word is probably too firmly entrenched in our present language 
habits to be scrapped because of this criticism, but possibly such criticism 
might help to divest it of some of its current quasi-magical connotations. A 
word can often have its original meaning changed, and function very satis- 
factorily as a symbol for the changed meaning. The word hysteria is a 
convenient instance of this, for originally it referred to disorders attributed 
to uterine disturbances, and was thus never applied to male patients. ‘Today 
this uterine connotation has disappeared and, as we saw, hysterical dis- 
orders are now attributed to men as well as women. 

Psychotherapy and the Learning Process. If the word psychotherapy is 
to be retained as a serviceable reference to something involving the learn- 
ing process, just what is this to be? In general, recalling the extent to which 
functional disorders seem to be associated with anxiety, insecurity, and 
kindred affective factors, it might prove useful to have a separate word like 
psychotherapy to designate techniques of teaching people to handle such 
factors in their lives more constructively. 

At the risk of introducing a somewhat artificial distinction, it might be 
said that psychotherapy is thus concerned with emotional education. It 
is concerned with rectifying the emotional consequences of early traumatic 
episodes, childhood shocks, resentments, fears, and whatever else is linked 
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up with the kind of anxiety mentioned in our earlier discussions of the in- 
security syndrome and its ramifications. On the negative side, it has to do 
with eliminating the psychological consequences of adverse emotional ex- 
periences; on the positive side, with substituting security-inducing or con- 
fidence-arousing experiences for the latter. But such elimination and substi- 
tution is still a matter of teaching and learning, rather than of medical 
routine. In this sense, psychotherapy is more of a psychological than a 
medical challenge. 

The introduction of a few simple examples may help to clarify this ad- 
mittedly somewhat artificial distinction between emotional and other 
kinds of education. It is one thing for a parent to ask a piano teacher to 
teach his son to play the piano, and another to request the teacher to 
change the boy’s musical taste, so that he will stop liking jazz and prefer 
classical music. English teachers, to cite another example, are engaged not 
merely in teaching the techniques: of reading and composition, but also in 
the less manageable art of cultivating the students’ literary tastes. Whether 
a student comes to love music or literature is just as much a function of 
learning as is the acquisition of particular musical or literary skills. 

The close relationship between these skills and emotional factors can be 
brought out in still another way. Any victim of stage-fright can testify that 
learning to perform in the privacy of one’s room is different from learning 
to perform in public. Stage-fright is not radically different from many of 
the disrupting emotional states listed as neurotic disturbances in other con- 
texts. In these other contexts we often think that psychotherapy is indi- 
cated, whereas in the case of stage-fright we are more likely to say that the 
victim has to learn to feel more at home in front of an audience. But, as 
a little reflection will show, the concept of learning is relevant to all these 
situations. 

If we like, we may express the issues in terms of psychophysiology by 
suggesting that the mastery of musical instruments, tool subjects, academic 
courses, and other cognitive affairs is connected primarily with the cere- 
brospinal nervous system, while the emotional aspects are bound up rather 
with the autonomic nervous system. This is in line with Tuttle’s * sugges- 
tion that two kinds of learning, intellectual and affective, have to be ac- 
counted for to do justice to the entire gamut of changes ordinarily regarded 
as products of teaching. Learning to read Greek is not identical with learn- 
ing to enjoy reading Greek, any more than learning to box suffices to en- 
gender a love of boxing. 

That these emotional factors are intimately bound up with the learning 


8 Tuttle, H. S, Dynamic Psychology and Conduct. New York, Harper, 1949, 
p.132. 
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process has long been known. Thorndike rendered it explicit by the way in 
which he stressed the importance of satisfaction and annoyance as regula- 
tors of the learning process. In this connection it should be remembered 
that his fundamental law of learning, the law of effect, was originally re- 
ferred to as the law of hedonic effect.° 

It is also well to remember that viewing the treatment of crippling 
anxieties and other neurotic difficulties in the light of the psychology of 
learning is not actually anything radically new in the history of psycho- 
pathology. Freud decided years ago that psychotherapy, even in the form 
of psychoanalysis, is not a distinctively medical venture. That he did not 
regard medical training as essential for psychoanalytic practice is, of course, 
well known.'? But that he regarded such practice as an educational venture 
may not be so well known. At all events, it is of more than passing interest 
to note that he once wrote, “ thus psychoanalytic treatment acts as a second 
education of the adult, as a correction to his education as a child.” ** What 
is more, this “second education ” tended to follow a conventional aca- 
demic pattern of daily sessions of approximately fifty minutes’ duration. 
Later, his followers considered the advisability of shifting to a different 
number of periods per week. This is not at all different from the perennial 
debates of teachers regarding the optimal distribution of class meetings for 
given school subjects. In terms of experimental psychology, the question of 
the optimal frequency of analytic sessions can thus be viewed as a variant 
of the old problem of spaced learning. 

Recognition of the educational or learning implications of psycho- 
therapy has become increasingly manifest in recent years. What the social 
workers call casework or treatment is not very different in its objectives 
from what others call psychotherapy and counseling. It is, consequently, of 
relevance to note, as Dollard and Mowrer '* have pointed out, that writers 
in the field of social case work have begun to envisage their professional 
activities in terms of an educational perspective. One comes across such 
statements as “ treatment in the form of teaching,” or that the task of the 
social worker consists in helping clients “ learn some new ways of thinking 
and acting.” Furthermore, in a current review of the literature of psycho- 
therapy Snyder reports this emphasis on the psychology of learning as an 


9 Ibid., pp. 137-149. 
10 For a recent discussion of this issue see the articles by Iago Goldston and Rob- 
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11 From Freud's article on “ Psychoanalysis ” in the Encyclopaedia Britannica 
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12 Dollard, J., and Mowrer, O. H., “A method of measuring tension in written 
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outstanding trend: “The most important general trend seems to be an 
attempt to fit psychotherapy into the general framework of psychological 
knowledge, particularly in interpreting it in terms of some sort of learning 
theory.” '* 

Experimental Approaches. Learning theory applied to psychotherapy 
has also given rise to a rather impressive experimental attack on some of 
the basic problems. Although a detailed account of these experimental 
studies cannot be introduced here, a few words about their general nature 
may prove useful, not only by way of obtaining a better grasp of the con- 
cept of psychotherapy, but also to indicate the way in which abnormal psy- 
chology comes to involve other fields of psychology. In particular, this 
applies to the study of abnormal animal behavior," for many animal experi- 
ments have been prompted by ideas derived from clinical work with human 
beings. 

Even though these animal studies do not duplicate the ethicosocial 
factors so important for understanding the behavior difficulties of human 
beings, they do serve to check on the soundness of many of the ideas intro- 
duced to facilitate such understanding. For example, a question might 
be raised regarding the genetic basis for such a behavior characteristic as 
timidity. Granting the part played by experience in making some people 
timid and others bold, it may nevertheless be true that inheritance could 
also be a determinant. The fact that it has been possible to produce such 
temperamental differences in the white rat by means of selective in- 
breeding ** makes the assumption of similar genetic factors operative in 
human biology more plausible than would otherwise be the case. 

Animal experimentation has also furnished evidence in support of the 
view which attributes some adult behavioral peculiarities to experiences of 
very early life. In other words, the Freudian emphasis on the long range 
effects of infantile experiences is taken out of the realm of speculation or 
acute clinical guesswork when the principle involved is confirmed by con- 
trolled observation of the behavior of organisms less complex than those of 
man in the biological scheme of things. This, it may be recalled, is in line 
with the procedure summed up in Lloyd Morgan’s canon. Accordingly, it 

18 Snyder, W. U., “ Clinical methods: psychotherapy," Annual Review of Psychol- 
ogy, I, 1950, 221-234. 

M The relevant literature is much too vast to be listed here. An excellent bibliog- 
raphy is to be found at the end of each of the following chapters of Personality and the 
Behavior Disorders (J. McV. Hunt, ed.). New York, The Ronald Press, 1944; Liddell, 
H. S, K Conditioned reflex method and experimental neurosis,” ch. 12; "inger, F. W., 
fe Experimental behavior disorders in the rat," ch. 13; Miller, N. E, “ Experimental 
studies of conflict," ch. 14. 


15 Wor an introduction to these and related studies, see Martin, R. F., and Hall, 
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is not going too far afield to call attention to D. M. Levy's *° study of the 
nursing experiences of puppies in which he was able to demonstrate a direct 
relationship between unsatisfactory nursing and later changes in disposi- 
tion and behavior, despite no deficiencies of food intake in puppyhood. 
The changes were not due to nutritional inadequacies, but to the kind of 
frustration a baby would undergo if forced to use a nursing bottle with 
a damaged nipple. 

The same principle was demonstrated by Hunt '* in his study of hoard- 
ing behavior in the rat. He found that a brief period of starvation suffered 
by a month-old “infant” rat will cause such a rat to behave differently 
when threatened with starvation many months later. Such a rat will hoard 
food far in excess of its immediate needs. It thus appears that Fromm's 
hoarding orientation has its infra-human analogue. However, what is more 
pertinent to our present concern is Hunt's own interpretation of his results 
as tending to substantiate “ the psychoanalytic claim that infantile experi- 
ence is an effective determinant of adult behavior.” '* 

It has also been possible to demonstrate the role of such dynamisms as 
displacement, regression, and reaction-formation in animal investigations 
by suitable manipulation of conflict-inducing experimental settings, but 
there is no need to discuss these studies at length here. 

It may suffice to mention one additional aspect of animal studies here 
because of its direct bearing on the subject of therapy. T his is concerned 
with efforts made to find out what can be done to eliminate the symptoms 
of behavior disorder induced by the experimenter. The relative simplicity 
of the experimental factors involved, plus the fact that these factors are 
known to the investigators, differentiates these studies from the usual 
clinical situation in which the factors are more complex and often not 
known in their entirety either by the patient or the therapist. Human be- 
ings come for help after the damage has been done, and the therapist has 
to do what he can to reconstruct the probable nature of the instigating 
factors. Such reconstruction is often hampered by the lapse of time, the 
distorting effects of the patient’s defenses, and the very complexity of such 
distinctively human areas of conflict as are indicated by feelings of worth- 
lessness, disgrace, inferiority, and other signs of damaged self-respect and 
self-esteem. 

In work with animals, all such socially determined aspects of the in- 
security syndrome are nonoperative. Instead, to cite a convenient example, 

16 Levy, D. M., “ Experiments on the sucking reflex and social behavior of dogs,” 
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the experimenter works with a simple conflict situation, namely, obtaining 
food under threat of pain. Electric shocks are often used for the latter kind 
of stimulation and, as might be expected, they provoke an immediate avoid- 
ing or negative reaction, just as the presence of food provokes an immediate 
approaching or positive reaction in the hungry animal. Such positive and 
negative reaction tendencies constitute the variables manipulated by the 
experimenter in such a way as to produce a clash between the impulse to 
avoid shock and the impulse to eat. In a clash of this sort the idea of con- 
flict is reduced to its lowest common denominator; hence the value of these 
studies. 

An experiment reported by Farber ?? will provide a clarifying example 
of the value in question. In this experiment, two groups of rats were given 
one hundred trials in a single-unit T-maze and fed at the end of each trial 
in the goal compartment at one end of the cross-piece. During the first 
forty trials the animals were not interfered with in any way, but during the 
last sixty each animal received an electrical shock just as it approached 
the point in the maze at which it had to make a turn in the direction of 
the food chamber. Such a shock, in Farber's view, aroused the equivalent 
of an anxiety reaction in a human being. In this case the shock was so 
applied as to result in a reinforcement of the correct turn, for by making 
such a turn the animal obtained a double reward: relief from pain as well 
as relief from hunger. 

To verify this interpretation, Farber then proceeded to feed one group 
at the choice point. This changed the cue significance of this point for 
these animals. From being an exclusive danger spot, it was now converted 
into a possible reward signal. The day following the feeding experience at 
the choice point, the problem was modified for all of the animals by shift- 
ing the food compartment to the side of the maze opposite to the one to 
which each animal had been trained to respond. From this point on the 
procedure was the same as during the first forty trials. Neither food nor 
shock was introduced at the choice point. All of the animals were now 
confronted with the same problem of learning to make a different turn in 
order to secure food. Both groups were confronted with this problem until 
the earlier response was eliminated. A no longer useful habit had to be 
broken in order to meet the modified experimental condition. 

Experimental extinction of the maladaptive habit required more trials 
for the group which had not been fed at the choice point. ‘The other group 
proved to be less rigid in acquiring the new habit. Apparently the single 
feeding at the choice point made the point in question less threatening, 


19 Farber, I. E., “ Response fixation under anxiety and non-anxicty conditions,” 
J. exp. Psychol., 1948, 38, 111-131. d 
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so that it was more readily changed into a directional cue. On the other 
hand, it continued to be a sign of threat for a longer time in the case of 
the other group, and thus interfered with the elimination of the fixated 
response. Once anxiety ceased to arouse a fixed escape response, a more 
effective one could be learned. This is one important conclusion to be 
drawn from this experiment. 

To appreciate the implications of this conclusion for psychotherapy 
with human beings, it is only necessary to recall that having the patient's 
traumatic experiences reactivated has been reported as beneficial by many 
therapists; but the rationale of this aid has not always been clear. As the 
patient tells his story, some of the memories touch off the original anxiety 
reactions, But now they are experienced under conditions of the safety or 
help symbolized by having the “ wise and protecting " therapist present. 
This in itself is tension-reducing, just as Farber's rats were quieted by find- 
ing food in place of the usual shock. In brief, Farber's experiment suggests 
that response fixation is more likely to be modified if tension reduction 
comes to be linked up with "critical points" in the life history of the 
patient. 

Animal experimentation: has also been used to study the wisdom of 
such common recommendations as a change of scene for victims of disrupt- 
ing experiences. Gantt,” for example, produced what he describes as acute 
breakdown in dogs subjected to difficult problems of sensory conditioning 
of a kind which Pavlov had originally devised for the production of “ ex- 
perimental neuroses” in animals. Without going into details, it is enough 
to state that Gantt's animals were seriously disturbed — breathing, diges- 
tion, elimination, and other visceral functions were upset. In an effort to 
restore the animal's health Gantt permitted one of these neurotic dogs to 
“rest” in the environment of the laboratory; i.e., the dog was not used in 
any further experiments, and he was kept away from the experimental 
room. Despite eighteen months of this resting treatment there was no abate- 
ment of his neurotic symptoms. The dog was then exposed to an entirely 
different environment by being sent to a farm. Within two months there 
was marked improvement. However, when the animal was returned to the 
scene of his traumatic conditioning experiences by being brought to the 
laboratory setting, his old neurotic symptoms returned within a few weeks. 
Incidentally, along with other investigators, Gantt reports constitutional 
differences in susceptibility to this kind of neurotic breakdown in his ex- 
perimental animals. The bearing of such a finding for those who recognize 

20 Gantt, W. H., “The origin and development of nervous disturbances experi- 
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constitutional differences in susceptibility to functional disorder among 
human beings should be obvious. 


THE STORY OF PETER'S RABBIT 


One of our chief reasons for devoting a little space to this admittedly 
fragmentary and superficial account of functional disorders among animals 
was to bring out the fact that such disorders are products of learning, and 
that their therapy also involves learning. The role of anxiety, fear, and 
kindred emotional events in producing these disorders in animals is con- 
gruent with what has already been stated regarding affective learning in 
human beings. To bridge a possible gap between these experiments with 
rats and dogs and the big issues of psychotherapy with human beings, it 
might be well to mention an early classic attempt to employ this kind of 
experimental procedure with a child. 

The Role of Conditioning. Today it is commonplace for educated par- 
ents to consult a psychoanalyst if their children exhibit fears of harmless 
objects. ‘They are likely to say, “ The youngsters need psychotherapy.” ‘The 
parents of twenty-five years ago, faced with the same problem, were more 
likely to say, “ Our youngsters must have been exposed to the wrong kind 
of conditioning and we'd better see about having them unconditioned.” 

In those days " progressive” parents attending lectures on child psy- 
chology were often told about Watson's demonstration of the presumed 
ease with which young children learned to be afraid of the dark, or of furry 
toys, or other neutral objects by means of simple conditioning. The fears 
in question were called “conditioned emotional reactions.” Since they 
were irrational fears, they might more accurately have been called “ con- 
ditioned phobic reactions." The use of a word like conditioned served to 
keep the discussions within the framework of the general nature of the 
learning process. 

It was also obvious to all concerned that the phobias in question were 
products of an unfortunate association of a neutral object or situation with 
one which had shocked or startled the baby. The experience of being 
dropped by a clumsy nurse was sometimes cited as an illustration of such 
a shock. If the infant had been clutching the nurse's fur collar the very 
instant before being dropped, it was deemed possible for an unfortunate 
association between fur and danger to be established. The resulting anxi- 
ety shown by the youngster when confronted with furry objects was then 
regarded as demanding the attention of some specialist in the technique of 
* emotional unconditioning." 
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Peter's Phobia and Its Unconditioning. To show that this could be 
done writers and lecturers often referred to the experimental studies of 
M. C. Jones.** A clear idea of her procedure can be obtained by consid- 
cring her work with Peter, one of her most difficult cases. This little boy 
was almost three years old and had developed a morbid fear of rabbits. 
The sight of an approaching rabbit aroused panic and put a stop to his 
activities of the moment. As might be expected, even eating ceased when 
the boy was thus panic-stricken. The ordinary approach reaction to food 
was inhibited by the withdrawal tendencies aroused by the presence of a 
rabbit. 

What Jones worked out was a plan for resolving the conflict by arrang- 
ing conditions so that the positive, pleasant attitudes associated with 
eating could be made to dominate over the negative, unpleasant ones as- 
sociated with rabbits, Stated more concretely, she first determined that 
the child would eat even if a caged rabbit were in the room, provided the 
cage was placed far enough away. 

Accordingly, she started her therapeutic plan by having the child cat 
candy with the cage so placed as to be visible without producing overt 
fear symptoms. On successive days the cage was moved closer and closer 
while the child was eating, with the distance always being regulated by the 
increasing tolerance for the feared object. At the end of seven wecks of 
such daily and sometimes twice-daily exposure to the animal, it was pos- 
sible for Peter to touch the rabbit without experiencing fear. He had 
learned that a rabbit is a harmless creature. 

The effectiveness of this unconditioning or reconditioning technique 
can be appreciated by comparing the following excerpts from the labo- 
ratory notes in which the events of the first day of the experiment are con- 


trasted with those of the last day: ** 


March 10, 10:15 A.M. Peter sitting in high chair, cating candy. Experimenter 
entered room with a rabbit in an open meshed wire cage. The rabbit was placed 
on the table four feet from Peter who immediately began to cry, insisting that 
the rabbit be taken away. Continued crying until the rabbit was put down 
twenty feet away. He then started again on the candy, but continued to fuss, 
“I want you to put Bunny outside." After three minutes he once more burst 


into tears; the rabbit was removed. 


April 29, 9:55 A.M. Peter standing in high chair, looking out of the window. 
He inquired, “ Where is the rabbit? " The rabbit was put down on the chair 
21 Jones, M. C., “ The elimination of children's fears," J. exp. Psychol., 1924, 7, 


382-390. 
22 [bid., p. 389. 
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at Peter’s feet. Peter patted him, tried to pick him up, but finding the rabbit too 
heavy asked the experimenter to help in lifting him to the window sill, where 
he played with him for several minutes. 


Almost two months of daily maneuvering of this kind were necessary 
in order to move the cage the distance of twenty feet separating child and 
rabbit. In many respects the emotional problem was ultra-simple, and no 
devious probing into Peter’s early experiences was involved. It should con- 
sequently be easier to understand why psychotherapy with emotionally 
disturbed adults so often requires what some disparagingly refer to as “ in- 
terminable” treatment. Such disparagement may reflect a failure to ap- 
preciate that, just as there is no “royal road to learning” in the field of 
formal education, so there is no quick magic by means of which scared, 
muddled, chronically insecure, or habitually resentful neurotics can be 
taught to become confidently poised masters of their daily responsibilities. 
To believe in such therapeutic magic is like believing advertisements which 
promise mastery of piano or violin in ten easy lessons. 

What Did Peter Learn? The very simplicity of the Jones study of un- 
conditioning of emotional reactions makes it a convenient means of illus- 
trating and reviewing much of what has already been brought out regard- 
ing the nature of psychotherapy when viewed as a learning process. In 
addition to what was said regarding the number of “ lessons " involved, it 
may be helpful to point out other features of the psychology of learning 
exemplified by the Jones technique. 

Her maneuvering had to be very cautious and slow to achieve the goal 
of teaching Peter that a rabbit is not a creature to be feared. Had she ven- 
tured to speed up the learning by moving the cage up to the child in a 
single “ practice " session (unspaced learning), the panic might have been 
so widespread as to have resulted in a very different kind of emotional 
learning. As formulated by Jones: ** 


‘Two response systems are being dealt with: food leading to a positive re- 
action, and fear-object leading to a negative reaction. The desired conditioning 
should result in transforming the fear-object into a source of positive response 
(substitute stimulus). But a careless manipulator could readily produce the re- 
verse result, attaching a fear reaction to the sight of food. 


Incidentally, in working with the complexities of adult neuroses it is not 
always easy to avoid such untoward negative reactions. One of our col- 
leagues, who had been seeing a rather timid, obsessive-compulsive patient 
for over a year and who began to feel slightly encouraged because the pa- 

?3 Loc. cit. 
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tient was at last beginning to discuss a few of his fears in response to months 
gingerly prodding, realized that he was “a careless manipulator ” when 
he patient said, “ I felt OK when I was home today, but as soon as I sat 
down in this chair I felt depressed.” The office chair, in other words, had 
become a symbol of the moods engendered by the prodding of the previous 
t 
b 


mo 


xerapy sessions. Not only that, but the therapist himself was in danger of 
eing reacted to as one who arouses moods of despondency. 

Accordingly, for the next few sessions it became necessary to proceed 
much more cautiously by once again keeping the vulnerable issues within 
the limits of the patient’s anxiety tolerance. This is precisely what Jones 
did in her work with Peter, His initial level of anxiety tolerance with re- 
spect to the rabbit was indicated by what might be described as the twenty- 
foot threshold. His tolerance increased day by day, as Jones had the cage 
inch forward toward the child. By the time the cage reached Peter his 
tolerance threshold had been so changed that the animal could be removed 
from the cage for the child to fondle without any signs of apprehension 
at all. 

As tolerance increased, anxiety decreased. Simple as this sounds, it 
nevertheless sums up an important principle of psychotherapy. It is often 
referred to in discussions of the concept of frustration tolerance as shown 
by the amount of interference, disappointment, or loss a person can un- 
dergo without serious disruption of morale. A person who flares up in ex- 
treme anger when his car is caught in a traffic jam has less frustration 
tolerance than those motorists who, though equally inconvenienced, can 
brook the enforced delay with calm acceptance, as a minor adversity over 
which they have no control. How people accept major adversities — deaths 
in the family, bankruptcy, serious illness, academic failure, loss of employ- 
ment — are, among other factors, functions of their levels of frustration 
tolerance. The close relationship between such levels and the concept of 
emotional control is sometimes overlooked; hence the importance of point- 
ing out its clear-cut manifestation in Peter’s loss of anxiety accompanying 
the gradual increase in the amount of “rabbit stimulation” he could 


learn to tolerate. 
His Therapy and Transfer. An odd phrase like “ rabbit stimulation ” 


was introduced deliberately in order to bring out another phase of learning 
theory involved in Peter's therapy: the problem of transfer of training as it 
affects psychotherapy. In the present instance, one wonders whether Peter's 
fear was limited to rabbits, or included all furry animals, or possibly just 
all long-eared, hopping animals. One also wonders whether at the conclu- 
sion of his therapy he had learned to be at ease with all rabbits, or just 
those which were the same color as the one Jones used in the experiment. 
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In other words, we are dealing with the question of the degree of specificity 
of the emotional reactions involved both in the original “rabbit stimula- 
tion " and in the terminal response to the uncaged animal. Was the origi- 
nal fear reaction restricted to the single animal, or to the animal as the 
representative or symbol of a whole class of animals, and contrariwise, as 
therapy proceeds, is the child learning not to be afraid of just this particu- 
lar rabbit, of rabbits in general, of all furry animals, or only of uncaged 
rabbits with a grown-up standing by his side? This is tantamount to ask- 
ing, “Just what did Peter learn, or how much did he profit from his emo- 
tional unconditioning? " If the learning was narrow in scope then, assum- 
ing that Peter had many other irrational fears, obviously Jones would have 
had to repeat her conditioning treatment for each of the feared objects 
not falling within the scope of whatever general concept was touched off 
by Peter’s reaction to the idea of rabbit. Such repetition might have length- 
ened the total therapeutic process by many months. 

This may supply another clue to understanding why psychoanalysis and 
other forms of psychotherapy often require such a tediously long series of 
appointments between patient and therapist. Stated somewhat metaphori- 
cally, the patient may gain the insight that rabbits are harmless, but this 
will not suffice to give the requisite insight into innumerable other sources 
of uneasiness which a neurotic pattern of life has brought into being in 
the course of many years. These other sources of uneasiness may call for 
separate “ unconditioning,” and some may be so complex as to tax the 
ingenuity and patience of the therapist. 

Stated less metaphorically, a given patient’s neurotic difficulties may be 
the products of having had an overstrict, tyrannical father, an overindulgent 
mother, a hell-fire and brimstone type of theological indoctrination, fail- 
ure to make friends at school, and a pathological fear of the dire effects of 
masturbation. The result might conceivably be a patient with a morbid 
fear of his boss and other authority figures, overdependence upon maternal 
figures, fanatically scrupulous religiosity, lack of confidence in social rela- 
tionships, a general hypochondriacal outlook, a fear of marriage, and a 
meekly submissive, rather pessimistic way of life. In terms of the concept 
of transfer of training it is hardly likely that the acquisition of insight with 
respect to one of these problem areas will automatically spread to include 
all the others. Of course, an efficient therapist, like a well-trained teacher, 
will do what he can to make the transfer or generalization effects as broad 
as possible, but even so, any regime of “ brief psychotherapy ” is not likely 
to accomplish much for such a patient. 

His Therapy and Transference. In addition to what Peter’s emotional 
unconditioning illustrates with respect to transfer effects in terms of learn- 
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ing theory, we have still to discuss what it illustrates in terms of transfer- 
ence effects in terms of psychoanalytic theory. In her original report Jones 
described Peter’s reactions as negative with respect to the rabbit and posi- 
tive with respect to the food. Such a description was undoubtedly an over- 
simplification. Peter was actually responding to a rabbit controlled by 
Mrs. Jones. 

On the very first day of the experiment, it will be recalled, he cried to 
have the animal taken away and the experimenter yielded to his plea by 
moving the animal twenty feet away. Having Mrs. Jones in the room to 
protect him from what he at the time regarded as a fearsome creature 
made the experimental setting different from what it would have been had 
no human being been with him. For a child with such a phobia to be alone 
with a rabbit constitutes a different stimulus situation from seeing a rabbit 
next to a protective mother figure. Consequently, the resulting elimination 
of his phobia, it would seem, was not exclusively a function, as Jones be- 
lieved, of substituting a positive food response for the negative rabbit re- 
sponse. She herself constituted an additional source of positive stimulation. 

It will now be understood why the entire experiment was not nearly 
as impersonal as her account of it implies. Instead, the very fact that she 
manipulated events to keep them within the limits of Peter's anxiety tol- 
erance means that, like psychotherapy, discussed in the previous chapter, 
this simple experiment in emotional unconditioning involved interpersonal 
reactions, In Freudian terms, assuming that Peter was responding to the 
experimenter as a mother substitute, one might say that transference ef- 
fects had some connection with the conquest of his fear. During the ex- 
periment, in other words, Peter was learning something not only about 
rabbits, but also about human beings. For a complete account of what hap- 
pened one would have to know just how Peter’s concept of human nature 
was modified as a result of what the experimenter did for him and to him. 

The Moral of the Story. But even if this kind of information were ob- 
tainable, the account would still be incomplete. From the viewpoint of 
psychotherapy, what is possibly the most important feature of the experi- 
ment has not yet been mentioned. Nor was it stressed by Jones in her 
original report. This concerns the effect of the laboratory experience on 
Peter's self-concept. Did it change his own opinion of himself? Did he 
now think of himself as a brave little boy because he was no longer scared 


by rabbits? 


24 For a stimulating discussion of the implications for psychotherapy of changes in 
the self-concept see Raimy, V. C., * Self-reference in counseling interviews," in Readings 
in Modern Methods of Counseling (A. H. Brayfield, ed.). New York, Appleton-Century- 


Crofts, 1950, pp. 400-413- 
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This amounts to asking whether Peter’s respect for himself increased. 
Here, as has been stressed repeatedly, we come close to the heart of those 
phases of personality organization with which psychotherapy is especially 
concerned, As a reminder we need only mention the part played by such 
feelings as those of guilt, inferiority, humiliation, incompetence, and help- 
lessness in activating the insecurity syndrome. Such feelings are indicators 
of damaged self-respect and self-esteem. In turn, such damage prompts the 
victim to have recourse to one or more of the many defense dynamisms 
discussed in Chapter 3. 

Even the choice of these dynamisms may be viewed as a product of 
trial and error learning. An insecure person tries out various techniques of 
bolstering his self-confidence. He may resort to boasting and, finding that 
to be a failure, he may then try autistic dreaming or regressive attachment 
to his wealthy grandmother, and if one of these maneuvers or a combina- 
tion of them seems to help, he continues to employ it. The details do not 
concern us here. What is of concern, however, is the importance of recog- 
nizing such adjustive maneuyers as matters of learning. As such they fall 
within the province of psychology rather than medicine. They may be 
thought of as problem-solving compromises, errors, or adaptations. 

In this sense they belong to the same order of events one introduces in 
trying to explain maladaptive behavior in other learning situations. In 
terms of an existing division of labor among scientific investigators, re- 
sponsibility for systematic exploration of the learning process is ordinarily 
regarded as the job of the psychologist and not the physician. If current 
techniques of psychotherapy are still so often matters of blundering ad hoc 
improvisation, this may be a reflection on psychology’s failure to have 
made more substantial progress in studying those aspects of the learning 
process dealing with the unlearning of maladaptive ways of thinking, fecl- 
ing, and doing. The failure, if it is a failure, should not be charged to 
medicine. And the research challenge for finding better means of psycho- 
therapy — and it is a challenge — is one that the clinical psychologist ought 
to accept, especially if, as our psychological version of the story of Peter’s 
rabbit suggested, the conceptual framework of conventional learning the- 
ory is broad enough and flexible enough to encompass all the tenable yari- 
ables associated with the shifting concepts of psychotherapy, from the 


pioneer thinking of Freud and Janet to that of the youngest disciple of 
Carl Rogers. 


19. Therapy: Physicochemical and 
Surgical Approaches 


THE LAST TWO CHAPTERS dealt with the warped outlook, inefficient behav- 
ior, and personal dissatisfaction of those whose troubles are products of 
neurotic conflict, emotional immaturity, poor habit training, and similar 
functional causes of abnormal behavior. These functional factors were dis- 
cussed in terms of psychotherapy conceived as a variant of the teacher- 
pupil relationship, with special emphasis on matters of affective learning 
and the modification of value-systems and character structure. As such, 
psychotherapy was seen to be a convenient label for the application of in- 
sights and methods derived from a study of the learning process in general 
to the particular educational needs of many troubled people. It was also 
suggested that, in terms of this perspective, the search for improved tech- 
niques of psychotherapy is more of a psychological than a medical respon- 
sibility. This was not intended to establish any jealous professional restric- 
tions with reference to the research in question, but merely to call attention 
to the basically psychological nature of the issues to be considered. 

As was foreshadowed in Chapter 1, many fields have contributions to 
make to the work of the psychotherapist. Among such fields are sociology, 
cultural anthropology, economics, education, comparative religion, and 
folklore. All such fields deal with man’s search for security and status, and 
hence with his endeavors to learn to feel at home with himself and his 
world. His maladjustments or functional ills can thus be envisaged as fail- 
ures in this kind of learning. 

Instead of regarding functional disorders negatively as referring to ab- 
normalities not attributable to organic or structural causes, it is now pos- 
sible to introduce a more positive formulation by regarding them as a con- 
sequence of factors falling within the scope of the learning theory. Any 
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disorder which clears up by changing attitudes, dissipating ignorance, re- 
ducing frustration, mastering new skills, gaining insight, developing new 
interests, or transforming a value-system would be a functional disorder in 
the light of this approach. It is in terms of such a perspective that psycho- 
therapy can be seen as a specialized application of what is known of the 
learning process. Both the concepts of functional disorder and of psycho- 
therapy are thus taken out of the realm of the mysterious or quasi-magical 
and brought within a frame of reference characteristic of a scientifically 
oriented psychology. 


THE SHOCK THERAPIES 


If the concept of functional disorder as just formulated is sound, then 
it ought to be applicable to the functional psychoses. In other words, 
schizophrenias, the affective psychoses, and paranoia should be due wholly 
or in greater part to such factors as poor habit formation, disastrous emo- 
tional conditioning, and other aspects of a broad-gauged view of maladap- 
tive learning. As we have already seen, many psychopathologists have con- 
ceived of these psychoses as non-organic in this sense, while others have 
been inclined to view them as functional only in the sense that the subtle, 
sub-microscopic, genetic, or biochemical factors presumably responsible for 
them have not yet been discovered. These other psychopathologists were 
consequently disposed to account for functional psychoses in terms of ob- 
scure constitutional factors. 

Quite manifestly, psychotherapy would be a less promising mode of 
treatment for these psychoses in the eyes of those sponsoring a constitu- 
tional etiology than in the eyes of those advocating what we called a “ con- 
flict” theory. This phase of the controversy has been brought to a sharp 
focus in the past twenty years by the introduction of modes of treatment 
involving both drugs and surgery. Such medico-surgical techniques have 
nothing to do with learning theory, and hence are not to be classified as 
techniques of psychotherapy. 

Those who have regarded them as really effective have consequently 
been less disposed to endorse the conflict theory as applied to the etiology 
of these disorders. In so doing they are actually questioning the functional 
status of the psychoses involved. For example, in discussing the implica- 
tions of one of these modes of treatment, Sakel’s insulin shock therapy, 
Foster Kennedy,' the neurologist, concluded that “ the scholasticism of our 
time is being blown away and whatever may be the verdict of the next 


1 From the Preface to Sakel’s monograph mentioned in footnote 2, p. 541. * 
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decade in reference to Manfred Sakel’s contribution to ‘ schizophrenia ' we 
shall not again be content to minister to a mind diseased merely by phi- 
losophy and words.” More than a decade has elapsed since Kennedy made 
this prediction, but the accuracy of his prediction cannot be determined 
unless we first become familiar with the nature and effectiveness of these 
medico-surgical modes of treatment. Accordingly, we shall discuss them 
briefly, with a minimum of technical detail, in order to supply enough 
background for an understanding of some of their psychological impli- 
cations, 

It is customary to discuss these methods under three headings: chemi- 
cal, electrical, and surgical. The first two, the chemical and electrical pro- 
cedures, are often referred to as “shock” therapies and the third, the 
surgical, is sometimes called “ psychosurgery.” Although this is a dramatic 
term, it is descriptively misleading in suggesting that the surgeon’s scalpel 
and the patient's mental processes interact. For this reason some neuro- 
surgeons prefer a more accurate if less striking phrase like “ frontal lobe sur- 
gery,” in place of “ psychosurgery.” The nature of this surgical treatment 
will be considered in a later section. For the time being we shall turn our 
attention to those medical procedures known as shock therapies. 

Insulin Shock Therapy. Interest in the possibilities of doing something 
for psychotic patients by means of these medical procedures came about 
more or less by chance, rather than as the result of systematic planning in 
terms of a clearly formulated working hypothesis. In the 1920's a Viennese 
physician, Manfred Sakel, who had been treating morphine addicts with 
insulin injections, observed improvement in the mental status of some of 
them, especially when the dosage chanced to be so great as to result in 
insulin coma. Just why some of the morphine addicts showed this kind of 
improvement was not clear, but Sakel reasoned that if insulin coma has 
this effect on addicts, it might have a comparable effect on schizophrenics. 

This may not have been very rigorous reasoning, but it emboldened 
Sakel to put the idea into effect by trying it out on some fairly disturbed 
psychotic patients. He was so encouraged by the preliminary results that 
he proceeded to try it on more schizophrenic patients, and published his 
findings in a monograph * in which he was candid enough to state, “ I do 
not know how the method of treatment I have here described actually 
works . . ."? Despite the absence of a plausible theory for the treatment, 
the benefits seemed so spectacular that investigators in other parts of the 


world began to employ the method. 
? Sakel, M., The Pharmacological Shock Treatment of Schizophrenia. New York, 


Nervous and Mental Disease Pub., 1938. 
į 3 Ibid., p. 109. 
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There is no need to introduce very precise details regarding the treat- 
ment as it came to be modified in the course of years. Much more is known 
today about the clinical manifestations and the neurological changes than 
was known in the beginning, and very specialized study is required to be- 
come familiar with them. For our purposes it may be enough to point out 
that, as every diabetic patient knows, insulin injections regulate sugar 
metabolism. In the normal individual the amount of blood sugar is kept 
at a constant level, assuming that adequate nutrition and healthy pan- 
creatic functioning are present — insulin being derived from the pancreas. 
Marked reduction in blood sugar is characterized by feelings of weakness, 
tremor, poor muscular control, profuse perspiration, and other distressing 
symptoms familiar to victims of starvation. Still further reduction in blood 
sugar results in loss of consciousness, thus demonstrating a close relation- 
ship between efficient cerebral functioning and carbohydrate metabolism. 
At all events, every diabetic patient who uses insulin learns to be on guard 
against an overdose, and usually has a candy bar or some other source of 
sugar available to offset the effects of such an overdose. 

In insulin therapy a deliberate effort is made to inject enough insulin 
to produce unconsciousness. The dosage is carefully regulated from day to 
day during the course of treatment. This superficial account of the treat- 
ment should not be misconstrued to mean that technical expertness is not 
required, for trained nursing personnel is needed to care for the patient. In 
fact, it is now known that rather profound neurological changes take place 
as the blood sugar drops to successively lower levels.* In general, these 
changes seem to accord with Jackson’s law that phylogenetically “ younger” 
neural functions are more vulnerable than the “ older " ones. For instance, 
careful observation of the insulin shock patient shows a temporal sequence 
in which first the cortical functions are lost, then the sub-cortical ones, 
followed by those of the mid-brain, etc. 

The important symptom to watch for is the loss of the corneal reflex, 
or failure to respond to stimulation of the surface of the eyeball. It is dan- 
gerous to permit the comatose state to go beyond this neural level. There 
are, of course, severe twitchings and writhings as these successive neural 
levels are shunted out, for, as Hughlings Jackson also taught, the phylo- 
genetically newer levels tend to inhibit the operation of the older ones. 
Precautions are taken to prevent the unconscious patient from hurting 
himself as these extreme muscular contortions are released. 

Once deep coma with complete loss of any motor activity is reached, 


4 For an account of these neurological changes, see Frostig, J. P., “ Clinical ob- 
servations in the insulin treatment of schizophrenia,” Amer. J. Psychiat., 1940, 96, 
* 1167-1190. 
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the patient is permitted to be comatose for only a relatively short time, 
ordinarily less than an hour. He is brought out of the coma by means of 
glucose administration, which serves to raise the blood sugar to normal 
levels very speedily. The ravenous patient is now given a meal rich in car- 
bohydrates to compensate for his metabolic shortage. This, in brief, con- 
stitutes one treatment. Usually a schizophrenic patient undergoes such a 
treatment once a day for a variable period of weeks depending upon his 
response to the treatment. Some patients receive as many as fifty treat- 
ments, while others may not require more than twenty or so. 

Unfortunately, this drastic method does not always result in improve- 
ment, and the enthusiasm aroused by Sakel’s original reports has not been 
altogether justified. He believed that seventy percent of his patients made 
a virtually complete recovery, and that another eighteen percent manifested 
definite improvement. Although there have been numerous attempts to 
check on the usefulness of the method, none of these later statistical sur- 
veys confirm Sakel's impressive report. 

There appears to be little question about the value of the method, but 
a great deal of doubt regarding the amount of improvement and its dura- 
tion. Many factors have to be taken into account in the final evaluation 
of these techniques, and a bare statement of the outcome in terms of per- 
centages improved or unimproved has to be interpreted in the light of these 
other factors. It will make for expository convenience to postpone a more 
extensive discussion of this phase of the treatment until the other methods 
have been described, for the same questions of amount, extent, and dura- 
tion of improvement apply to all of them. These issues will be taken up 
after surveying the methods themselves. 

Metrazol Shock Therapy. A few years after Sakel had launched his in- 
sulin attack on mental disorders, Meduna of Budapest, following a differ- 
ent lead, tried another kind of chemical attack. He had been impressed, 
on the basis of general clinical experience, by the relative rarity of epilepsy 
among schizophrenic patients. He also believed that those schizophrenics 
who chanced to have seizures showed improvement in mental status fol- 
lowing a seizure. Accordingly, he wondered whether there might not be an 
antithetic relationship between cerebral conditions responsible for convul- 
sions, and those associated with schizophrenic behavior. If this were the 
case, he argued, then deliberate production of convulsions in schizophrenic 
patients might bring about a remission of schizophrenic symptoms. 

After some preliminary work with a few other drugs, Meduna finally 
settled upon metrazol as the most controllable agent for inducing epilepti- 
form seizures in his patients. A few cc. of a metrazol solution injected in- 


travenously sufficed to elicit a grand mal type of reaction. In fact, it was 
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later demonstrated that electroencephalograms taken during metrazol sci- 
zures result in the same tracings as those found in grand mal patients. 

The reaction to metrazol is very rapid. Within a few seconds after in- 
jection the patient becomes pale, panic-stricken, confused, and his muscles 
tighten and move jerkily as if he were trying to escape. These preliminary 
changes are immediately followed by a violent convulsion accompanied by 
loss of consciousness. Within about one minute the convulsive attack is 
over and the patient lies quietly in a comatose state from which there is a 
gradual transition to ordinary sleep. Sometimes just prior to lapsing into 
sleep the patient may seem to be semi-conscious, judging by his confused 
and fearful manner. 

When he does finally awaken, he is likely to complain of nausea, head- 
ache, fatigue, and dizziness. His mental and motor efficiency is consider- 
ably below par for several hours afterwards. All in all, this mode of shock 
treatment comes to be dreaded most acutely by the patient. The epileptic 
aura signalizing the onset of the seizure becomes an especial object of 
dread. As in the case of insulin shock, the number of treatments is ad- 
justed to the amount of improvement shown. Ordinarily, from two to 
three treatments per week are scheduled. Some patients seem to respond 
favorably after less than ten treatments, while others may have to undergo 
more than thirty seizures. 

The early promise of metrazol in the treatment of schizophrenics was 
not confirmed by later clinical experience. It seemed to be most effective 
in manic-depressive cases. This was hard to account for in terms of Me- 
duna’s initial working hypothesis. At all events, because of these discourag- 
ing findings it gradually ceased to be recommended for schizophrenic cases. 
Furthermore, there were distressing complications in the way of fractures 
resulting from the violence of the muscular contractions, as well as occa- 
sional fatalities, which served to discourage over-enthusiastic recourse to 
this mode of treatment. However, probably the most influential factor 
accounting for the rejection of metrazol therapy was the discovery of the 
relative superiority of another technique. This was electroshock therapy, 
which we shall consider next. 

Electroshock Therapy. The now rather extensively employed technique 
of inducing convulsive seizures by electrical shock was first introduced in 
1938 by Cerletti and Bini. This electroshock treatment does not seem to be 
as unpleasant for the patient as the metrazol treatment, nor are the con- 
vulsions as violent; but they do conform to the grand mal type, so that 
both modes of treatment may be said to result in epileptiform reactions. 

Precautions are taken to prevent injury to the patient by having a corps 
of assistants standing by to restrain him as the convulsions take place. A 
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protective gag is placed between his teeth, to prevent damage to teeth and 
tongue as the jaw muscles are thrown into tremendously powerful con- 
tractions. An injection of a drug like curare is also employed by some psy- 
chiatrists, This drug or poison paralyzes the motor end plates, thus block- 
ing the transmission of efferent impulses to the muscles. It has lately been 
found by a few psychiatrists that administration of a drug like sodium 
pentothal is helpful in getting the patient so relaxed that the electric 
shock itself is not experienced as a terrifying ordeal. 

In order to produce the shock carefully calibrated instruments are used, 
so that intensity and duration can be rigidly controlled. The alternating 
current employed varies between four hundred and five hundred milli- 
amperes, and is permitted to pass through the electrodes fastened to the 
patient’s head for about two tenths of a second. The current coursing 
through the brain suffices to elicit powerful muscular contractions involv- 
ing the tonic rigidities and the clonic twitchings so characteristic of the 
epileptic convulsion. In from thirty to sixty seconds the convulsions sub- 
side, and the patient remains unconscious for some minutes. When he re- 
gains consciousness, he may complain of a headache or of various muscular 
aches, as might be expected. 

The frequency of the treatment depends on the patient's condition and 
his reaction to the shock. Two or three treatments per week are not at all 
uncommon. Occasionally, in dealing with profoundly disturbed manic- 
depressive patients several treatments per day may be administered. On the 
basis of general clinical experience it is now believed futile to give more 
than fifty electroshock treatments. If improvement is going to take place 
at all, it should be manifest before such a large number of seizures have 
taken place. Actually, some patients respond so favorably after three or 
four treatments that no additional ones are required. From ten to twelve 
treatments comes close to the modal number for institutionalized patients. 
Taken by and large it seems that, as was mentioned in connection with 
metrazol, electroshock therapy is more effective in treating affective psy- 
choses than other kinds of psychotic disorders. 

Electroshock from the Patient's Viewpoint. Now that the general na- 
ture of electroshock technique has been described, it might prove of par- 
ticular psychological interest to ask what the experience is like from the 
viewpoint of the patient. This question is, of course, not directly related 
to the psychiatric value of the technique — an issue which will be taken 
up in the next section — but it does have some bearing on certain of the 
theories which have been advanced to account for the therapeutic success 
attributed to the shock as a catastrophic episode in the life of the patient. 
In other words, there have been attempts made to base the rationale of 
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shock therapy on psychological rather than physiological considerations. 
Such attempts can be better understood in the light of what might be 
termed a subjective approach to shock treatment. 

The following account of a manic-depressive patient’s hospital experi- 
ence as edited by Professor Alper® is an unusually clear presentation of 
the subjective approach to electroshock. The patient wrote the account 
during one of his periods of emotional calm, and except for non-essential 
changes to prevent identification of the patient what follows is his own 
version of what he entitled “ My Electric Shock Treatment." 


INTRODUCTION: THE COURSE OF THE ILLNESS 

In 1940-41, I was a senior at college. I had already gone through mild epi- 
sodes of both elation and depression but I had managed to get my work done 
and to stay in college. If I could stick it to the end of the year I would graduate 
in June. 

But the spring of 1941 was different. Before it was over things got out of 
hand. I took my divisionals but I was convinced that I had flunked them, that 
I would never graduate, that I would never be able to hold down a job, that I 
would be a continual burden upon my parents. I left college without taking a 
final course examination and without waiting to hear about my divisionals. 

By the middle of that summer things had gotten much worse. I was severely 
depressed. Such tasks as getting out of bed in the morning had taken on the 
proportions of hard labor. Sitting in a deep chair looking at the pictures in old 
copies of Life Magazine was about all I was able to manage. My family ac- 
counted for my blues by the sudden death of my father a month after my failure 
to graduate from college. I had also lost the job I had procured for myself that 
summer because the plant was closed down by a strike. And it remained shut 
down for three and one-half months. ' 

But as the fall drew nearer my family thought things were going better and 
they decided that I should return to college for one semester. I had passed my 
divisionals, In fact, I had done surprisingly well on them. But since I had so 
sold myself on the idea that I had flunked and had not taken the final exam, I 
did not complete my course in Freshman Physics. 

When September finally came around, and I was to return to college, I was 
out of control. For example, I had decided that the building material of the 
twentieth century should be diatomite, a rock made up of the skeletons of mil- 
lions of microscopic organisms. Deposits of diatomite were known in every state 
of the union, with one source of supply in Lompac, California that extended 
over several counties and had a known thickness of almost three quarters of a 
mile. I worked on my plans diligently, frequently staying up without sleep for 

5 Alper, T. G., “ An electric shock patient tells his story,” J. abnorm. soc. Psychol., 
1948, 43, 201-210. We wish to take this means of expressing our gratitude both to Pro- 


fessor Alper and to the editor of the Journal, Dr. Hunt, for their kind generosity in 
placing this material at our disposal. 
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48 hours at a time until I was able to work 64 hours straight without a break, 
except to drink several glasses of milk to keep myself going. I was making elabo- 
rate plans to prefabricate small houses from diatomite blocks. My family realized 
that hospitalization was required, and instead of returning to college that fall, 
I was committed to the State Hospital. 


THE HOSPITAL PERIOD 

I was in the hospital for a large part of the next three years. During this time 
I had studied myself until I could catalogue every move. I was a textbook ex- 
ample of a manic-depressive. Perfect. I enjoyed reading about manic-depressives 
in elementary psychology books. It was as though the author was watching me, 
jotting down all of my thoughts and actions. I had learned all about my cycle, 
and how it affected me. I boasted that I could tell the day of the year, the time 
of the day, by asking myself how I felt. This was a joke, but it wasn’t the ex- 
aggeration it sounds. My cycle was as regular as a chronometer: three months 
elation, six weeks normalcy, six months of depression, six weeks of normalcy, 
and another year had gone by, but the cycle continued, and it took exactly a 
year for it to make one revolution. I knew that for the three months of my ela- 
tion I would be locked up in the hospital; when I was depressed I would be out 
on pass. In spite of this I always looked forward to the elation; it was the de- 
pression that scared me. On two different occasions I bet with my brother that 
by the fifteenth of the coming September I would be back at the hospital. In 
each case I won, The first time I missed the date by eleven days, but the second 
time I was off by only two days. 

I knew the game, knew it cold, nothing could surprise me. But in March of 
1944 at one of the Friday afternoon hospital dances I had a new experience. I 
began to “ hear voices.” There was a great deal of conversation, noise, and gen- 
eral confusion, But suddenly every noise, every word was aimed at me. Every- 
thing that was being said, was being said about me. Everything that was being 
done, was being done because of me. For a short time I did my best to cope 
with this unusual situation. I tried to answer every remark, I tried to meet ac- 
tion with its proper counteraction. But in a short time it overwhelmed me. I 
knew something was radically wrong, and I told the attendant who had brought 
me to the dance that I must see the doctor immediately. We started back to 
the ward together. On the way it slowly dawned on me that it would be im- 
possible to see the doctor in my present “ disturbed condition.” The only other 
rational thought I had was that this situation must be brought to an end. I must 
get myself knocked out. The simplest way of accomplishing this was to go after 
an attendant, As soon as I got to the ward I made a beeline for my old friend, 
Mac.* 


* Mac was a former alcoholic patient, a great big jovial finelooking Irishman, and 
ever had. When Mac and I had been 


all in all one of the finest attendants the hospital 

patients together we became good friends. In the violent ward there are only a few pa- 
tients that you can talk to. Mac had a parole, and before long we were allowed to go 
for long walks together through the extensive, beautifully landscaped hospital grounds. 
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I have no clear recollection of the following two wecks, my last memory of 
the incident was running down the long corridor to get Mac. He told me all 
about it afterwards, but this is the only period in the entire three years that still 
remains vague, confused, distorted. 

The next thing I remember was lying in the tub with my head resting on a 
small straw-filled, canvas-covered pillow. I was not at all surprised to find myself 
in the tubs. I could vaguely remember going haywire, but I couldn’t recall any of 
the subsequent details. I could remember the experience of hearing voices; I 
would never forget it. I could remember the beginning of it all, but nothing else. 
I wasn’t surprised at being in the tubs but I was surprised that I wasn’t strapped 
in a hammock. The tubs were rather pleasant when you aren't rolled up in 
canvas so that you can scarcely blink your eyes. You can loll around, read maga- 
zines, if you don’t get them too wet, you can even smoke cigarettes if you can 
bum them from the attendants. The only thing is that you can’t quite go to 
sleep. Eight hours is a long time, and sleep is the ideal way to pass time. 

There were five tubs in the white-tiled room, and in the five tubs were the 
five worst patients of the one hundred and fifty in the Reception Building. At 
least one was always raising the roof. I wondered if I had been that bad, but 
obviously I hadn't, or else I wouldn't be splashing around so comfortably. I 
dreamed and dreamed, and the morning passed. I didn't dare think about my- 
self, for the first time I was scared, really scared. I thought of the autobiography 
I was writing. I had started it back in 1941 sometime after I first came to the 
hospital. Two hundred pages were already written but I decided now that at 
last I had written the final period. This was the end. I'd be spending my life 
here in the hospital. So I started to dream again, the wilder the dream the better. 

At lunch time Hap, the little Irishman in charge, passed out sandwiches 
and eggnog. Hap brought me my sandwiches first and asked: 

* What the hell's been the matter with you? ” 

“I don't know, Hap.” 

“You went after Mac.” 

“I know I did.” 

“ Mac's your best friend. What the hell did you do that for? ” 

“I don’t know, Hap. What else did I do? " 

“Oh, you've been making a damn fool of yourself. You've got more sense 
than that. Well, take it easy for a while. You'll be all right, fella.” 

Take it easy for a while. Three years of taking it easy for a while. I'd be all 
right. I'd be just dandy. But don't think; dream. 

About one-thirty in the afternoon Mac came in carrying a county bathrobe, 
yellow county pajamas, and black felt carpet slippers. This meant that I had 
come down to the tubs wrapped in a sheet, that I had spent the night naked in 
a seclusion room and not in my regular bed in the domitory. But, then, I 
couldn’t expect to spend the night in the bridal suite at the Waldorf. 


We were even allowed to go to town. We were together continually and when Mac be- 
came an attendant our friendship was only strengthened. 
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Mac said, “ What do you say, Pal? You're looking better." 

“ Hi, Mac.” 

* We've got to take a cardiograph. Dr. S. 
treatment." 

No other attendant would have bothered with this explanation. Electric 
shock, this was another surprise. Electric shock treatment had been suggested 
before for me but it never was seriously discussed. It was "too severe," " too 
drastic,” a “ last resort.” When all else fails, try electric shock and hope for the 
best. Well, here it was. What would they try after electric shock failed? It 
would be worse if they gave up entirely. But don't think about it. 

I got out of the tub, dried myself in a clean shect, put on the pajamas and 
slippers, and holding the bathrobe close about me, I went down the corridor 
with Mac. Mac didn't seem mad at me, and even went so far as to make con- 
versation, being careful to avoid referring to the entire business. 

One of the doctors whom I didn't know, and a nurse whom I knew only by 
sight, made the necessary preparations for taking a cardiograph. There were a 
few feeble jokes about being clectrocuted, and it was over. T expected to go back 
to the tubs, but Mac took me up to the Ward. 

We stopped in at the office where the charge was admiring his new teeth 
in a small hand mirror. The charge had been a sergeant in the cavalry in the 
First World War. 

Mac said, “ Sarge, our old college chum looks better today.” 

“ How are you feeling, Ted? " 

“ Oh, pretty good, Sarge.” 

But this was a lie; I felt lousy. They could have taken me out in the field 
and buried me for fertilizer and I'd have made no kick. 

“Do you want to sit around in the Ward for a while? ” Sarge asked. 

“Yeah, that'd be fine.” 

“ O.K, fella. Take it easy." 

I went down the long polished linoleum corridor to the day room. Another 
attendant was sitting in a rocker in the hallway. 

* Hi, Ted. Sit down. Take it easy." 

I sat down beside the attendant but there wasn't much talk. In a few min- 
utes Mac came down the ward, and the three of us sat together. 

“ I hear he'll be getting shock treatment,” the other attendant said. 

“Yeah,” Mac said. 

The other attendant started off, “ I'd be damned if I'd let any doctor give 
a relation of mine shock treatment." 


“Why not? " Mac asked. 
The attendant answered, ^ I've studied electricity long enough to know that 


it develops heat when it meets resistance.” This man had been an electrician 
and had studied at Princeton for a short time, so you couldn't entirely laugh 


is going to give you shock 


him off. 
Mac said, “ Dr. S. wouldn't use it if it did any harm." 


550 Therapy: Physicochemical and Surgical Approaches 


know about elec- 


The attendant said, “ What the hell does Dr. S. 
tricity? " 

It doesn't take much to get Mac mad when Dr. S 's judgment is being 
bandied about and he said, in a fighting voice, “ Well, he knows plenty more 
about it than you do, and Pll tell it to your face. If you know so much about 
electricity why don’t you go out and get a job as an electrician? It'll pay a lot 
more than this lousy job." 

“Well, all I know is that it generates heat, and heat will burn, and you 
can’t tell me it doesn’t destroy some of the brain cells.” 

“T wouldn't tell you anything,” Mac said, and the conversation stopped. 

Well, this was good. Electricity equals heat, equals burn. I'd never heard of 
a burned brain, but I was learning a lot lately, just when I thought nothing new 
could happen to me. 

The next morning at six o'clock I was told to stay in bed. There would be 
no breakfast this morning because I was getting shock treatment. I already 
knew quite a bit about shock treatment. I had helped them give it to other 
patients many times. I worked in the dormitory, helping to lift the unconscious 
patients into bed from the wagon, covering them up, checking that no onc 
swallowed the bandage gag that prevented the patient from biting his tongue 
or chipping his teeth, tying a man in bed if necessary, and occasionally holding 
the patient down in bed when things got really rough. It wasn't easy work and 
in a way I was glad not to be doing it this morning. 

At half past six Mac came on duty. He came right up to my bed. 

“Good morning, Ted. How are you feeling? " Mac asked with a big grin. 
You couldn't help smiling when Mac was feeling good. 

At nine o'clock the doctor came on the Ward. The doctor was a good friend 
of mine and it was a nice feeling to know that someone was doing his best to 
help me. But at this moment I was none too happy. I hoped that I'd be the 
first on the list to get treatment. Yet I was glad to see another patient wheeled 
out first. I was scared and there was no getting around it. I tried to tell myself 
that I was just hungry. But I wasn’t hungry at all. I tried to tell myself that I 
had had a bad night. But I'd slept like a log, as I always did. I wondered if I 
was going to burn, and if I did burn, whether I'd smell. But by this time there 
was an awful cry down the hall and I knew that the first patient’s shock treat- 
ment had begun. 

Soon a man was pushed into the dormitory and lifted into bed while an- 
other man on another wagon was pushed into the visiting room where the shock 
was administered. They had a system. Fifteen patients could be given shock 
treatment in an hour, easily. 

Now it was my turn. I climbed up on the high wagon and stretched out. 
Three sand bags in the form of a pyramid stuck into the small of my back to 
expand my chest. Many of the men squirmed and fidgeted and fooled with the 
sand bags trying to make themselves comfortable. But you were never on the 
wagon long. A counterpane was pulled up to my neck and a small straw pillow, 
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though covered with a clean towel, was wet with the sweat of the men who had 
gone before. I was wheeled out into the hall to wait my turn. There was an- 
other scream and a gurgling coughing groan, and the patient ahead of me was 
moved out down the hall and into the dormitory, with arms and legs and head 
flopping around. Before I realized it I was zooming down the hall. Mac was 
pushing me, and Mac was in a hurry. 

The wagon bumped over the thick rubber matting that formed a hollow 
rectangle for the wagon to fill. The doctor was looking down, smiling. 

“ Hello there, young fellow.” 

“ Good morning, Sir.” 

Sarge was rubbing some sticky stuff on my head beside my ears. I had seen 
tubes of the stuff in the office, “ electrode jelly.” After all you had to make a 
good contact — to burn. I was mighty scared and there was no use kidding about 
it. Mac held my right arm and pressed hard with the elbow just inside my 
shoulder muscle. Sarge had the other arm. Another attendant climbed up on 
the wagon and lay across my knees gripping the side of the wagon with hands 
and toes. The three attendants would hold me down during my convulsion. The 
theory was: the more severe the convulsion, the better the results. 

I heard the doctor give the pretty blonde nurse a set of numbers, and I 
knew that she was setting the dials. 

“ God, don’t let her give me an overdose.” 

Mac’s face was about eight inches above my own. I looked up into Mac’s 
eyes. Mac wasn’t smiling a bit. I stared up into Mac's eyes and slowly said over 
and over to myself, “ Mac, you big Irish lug, take care of me now.” Very de- 
liberately, very slowly a black shade came up over my eyes. 

I woke up sometime later feeling completely refreshed, not tired or logy, 
or drugged with sleep, just ready for a big day. I started thinking what I would 
do today but I could think of nothing. I began looking around. I was in a large 
cream colored room with fifteen or twenty beds neatly made, and covered with 
white counterpanes. It looked like a hospital, but why should I be in a hospital? 
There were large windows all along one wall. The room looked strangely famil- 
iar. I shut my eyes and tried to think. But nothing came. 

^ What is the date? " I asked myself. 

* I haven't any idea." 

* What day of the week is it? S 

** Don't be silly." 

* What month is it? " 

“I don't know.” 

“What year is it? " 

That shouldn't be hard. But I wasn't sure. It was later than 1941. I tried to 
outsmart myself by asking how old I was and then figuring one year. But I 
didn’t know how old I was. 


“ What season of the year is i£? ” 
I looked out the windows. I couldn't see much, but I realized I didn’t have 
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on my glasses. I must have lost them. I rubbed my eyes. I wasn’t alarmed at all. 
What difference did it make? I went back to sleep. 

Then someone was shaking me. 

“Come on, Pud.” Mac sometimes called me Pudd’n‘head. 

“ Good morning, Mac.” 

Mac laughed. 

“ Well, you remember my name anyhow.” 

“ Why shouldn't I remember your name? ” 

“ What else do you remember, smart boy? ” 

“T remember everything.” 

Mac laughed again. 

“Where are you now? ” 

“Tm with you, I must be at O. 

“That doesn't say much for me, Pud, does it? ” 

I didn’t feel quite up to snappy sayings. 

“ Its time to get up, Ted.” 

Going down the corridor I looked at the clock. Ten-thirty. It must have 
stopped. The ward was almost empty, and it was quict. I didn’t try to think 
much, I just watched. The first meal of the day was lunch, I began to pick up 
some of the details of the ward. Lunch was over by twelve. I started to help 
clean up the dishes, but there was too much confusion, so I went down back 
to the day room. 

At one almost everyone went off to Occupational Therapy. The ward was 
again empty and quiet. I found a few old copies of Life. I looked at the pictures. 
‘There was a war going on. The date was 1944 or later. 

By that evening I had gained enough confidence to sit with the attendants 
out in the hall. This was one of my privileges. But I didn’t talk much, and I 
didn’t ask any questions. I mostly listened. 

I had two more shock treatments in the following five days. They didn’t 
bother me as much as the first one, but I never looked forward to them, I al- 
ways looked up at Mac's eyes above mine and thought, “ Stick with me, old side 
kick. Don’t let me down now.” 

At six-thirty the morning of my fourth treatment, Mac came over to my 
bed and said: “ You're not getting treatment this morning, Ted. Dr. S ` 
has taken you off the list.” 

“Why? I've only had three.” There were six treatments to a series. 

“You don't need any more. You're coming along fine." 

“ Shall I help give treatment this morning? ” 

“No. Take it easy for a while.” 

This was the first time in years that I hadn't resented ^ take it easy for a 
while.” j 


” 


After breakfast I got another piece of paper from Sarge, and started the 
routine which had become daily since my first day of shock treatment: my 
chronology — 
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1919 — born 

1920 — 1 year old 

1921 — 2 years old 

Very shortly I worked my way up to 1944. So I was twenty-four years old. 
But I had a hard time believing it. It must be so, but I couldn't remember my 
last birthday. I knew I had been in the hospital at that time. My mother would 
have visited me. My sister would have baked me a delicious chocolate birthday 
cake with an orange filling. She always did. My mother would have a big basket 
of fruit and presents from the rest of the family. I couldn't remember the cake, 
I couldn't remember the presents, T couldn't even remember the fruit and my 
mother always brought me a big basket of fruit, every week, often two or three 
times a week. Fruit was good for me, non-fattening, and I always gave it away. 

Slowly I began to work out the chronology again. Slowly I began to remem- 
ber things. Some things I couldn't remember at all. But this didn't worry me. 
All things came in time. 

One day I realized that I was normal. I wasn’t depressed, but I sure wasn't 
elated, I checked with the calendar. I should be normal. Damn the cycle. In a 
week or two I found I was getting depressed. This was mighty discouraging. 

Mac came down the hall. 

“Dr S wants to see you, Ted,” Mac said. Mac looked pretty pleased. 

I followed Mac into Dr. S. 's office. 

Dr. S. said, “ Sarge and I have been talking it over, and we've decided 
that you're ready to go to work. You can go to work as an attendant here and 
work right with Mac and Sarge. We all know you can swing it. You've been 
working in the Ward as an unofficial attendant for a good part of three years, 
only now you'll be paid for it. "Think it over, talk it over with your mother and 
let me know what you decide." 

I went back down the hall and thought. I didn't want the damned job, but 
they would have to discharge me before they hired me. I had never before been 
discharged, and this would certainly be a big step in the right direction. Always 
before, when I left the hospital, I had been on Pass. 

Four days later I was working as an attendant, white coat and all. I was still 
depressed and it was getting worse, but I was beginning to hold my head up. 
I was legally sane. I was supporting myself. I was saving a little money. 

Six weeks later I broke my leg in a scramble. A patient fell on me sidewise. 
I went up to 57, the infirmary ward. I realized my days of attending were over 
and I felt fine. I had known that sooner or later I would get hurt, then I'd 
never work as an attendant again, if for no other reason than that my mother 
wouldn’t allow it. I laughed for the first time in some months. A broken leg. 
That’s cheap. I had been afraid that my eyes would be injured. I had to wear 
glasses, and on a lively day those glasses would spin across the smooth lino- 
leum floor at a great rate. I stretched out in bed and decided to be lazy for at 
least four weeks. I had made a habit of asking myself how I felt, checking up 
on myself. I felt great. ‘This was strange, for according to the calendar I should 
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still be depressed. But I. was way off my cycle, there was no denying it. I had 
been depressed for only three months, not six months. I watched myself. No 
elation followed. My cycle was a thing of the past. Get Thee behind me. 

What threw me off my cycle? Was it shock treatment? Probably. But I was 
depressed following the shock treatment, even if only for a short time. What 
had the shock treatment done for me? It had given me a new chance. I was 
able to start over fresh. With no memory, no delusions, no fears. Or at least I 
had no memory of them for that period of days before I could again remember 
the details of my life. In that time I had been reoriented. I was on the right 
track for the first time in some years. I had been offered a job on a silver platter. 
In fact it had been forced upon me. That was a very smart move on Dr. 
S 's part. And I was discharged as sane. 


Shortly afterwards the patient was able to resume his college work and 
obtain his degree. In looking back upon his electroshock experiences he 
believed the *lucky accident" of Mac's friendship for him was chiefly 
responsible for his improvement. He stressed the importance of such hu- 
man relationships in effecting a cure. However, subsequently he had an- 
other upset and returned to the hospital for a second series of treatments 
which he reported did him “a great deal of good.” He also noted that the 
next phase of his cycle failed to appear at the time he expected it. Hc 
attributed this modification of the cycle to the treatment, but at the time 
was unable to indicate whether it meant a mere postponement of the next 
phase or an end to his manic-depressive difficulties. Just how this individual 
evaluation of the significance of shock as a therapeutic agent squares with 
professional opinion is a complex and difficult issue, which will be consid- 
ered at this point. 


INTERPRETATION AND EVALUATION 


Before considering these difficulties it is desirable to introduce some 
background material, in order to avoid the impression that shock therapy 
is altogether a twentieth-century psychiatric innovation. For expository 
purposes we have described it as a method first devised in the 1920's, but 
in reality Sakel's use of insulin at that time constituted a new way of mak- 
ing use of an old psychiatric idea. A better balanced perspective of the 
nature of shock therapy will be obtained if the nature of this old psychiatric 
idea is first discussed. 

Historical Background. Throughout the centuries there have been spo- 
radic reports of the effects of sudden shock on mental stability. Everybody 
is familiar with reports of insanity attributed to head injury, acute grief, 
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intolerable worry, and so on. But the reverse of this is also reported, 
namely, the remission of mental disorder following some catastrophic ex- 
perience. Veteran psychiatrists in daily institutional contact with the men- 
tally sick have from time to time noted such remission or improvement 
following an attempted suicide, a severe infectious disease, a fist fight, gen- 
eral anesthesia for surgery, and similar traumatic or exciting happenings. 
Whether such happenings were chance antecedents or genuine causes of 
the return to sanity is, of course, open to question. Many of the observers 
had little difficulty in regarding the relationship as a causal one, because 
the history of psychiatry was replete with the deliberate use of drastic 
treatment techniques. 

This history is widely scattered in journal articles and books. Much 
of it has been conveniently summarized by Stainbrook * and, unless other- 
wise indicated, we shall avail ourselves of his summary in this very sketchy 
survey of a few of the historical ^ anticipations " of modern shock therapy. 

In the very early days, when mental illness was thought of as the work 
of demons, it was not uncommon for the primitive priests or priest- 
physicians to combine incantations with “shock” for, as Lewis? has put 
it, “ it was good therapy to make the body as unpleasant as possible for the 
demon.” Lewis sees this as analogous to “ present-day shock therapy ex- 
cept that in the old days the * shock’ consisted of beating, starving, fumi- 
gating, or otherwise attacking the exterior of the body . . .” 

In a medical treatise, De re medica, written by a Roman, Celsus, in 
14 A.D, it was suggested that sanity might be restored by fear-inducing 
tortures. Using a branding iron on the back of the head was a not uncom- 
mon mode of ^ treatment." By way of offsetting this primitive form of 
sharply localized fever therapy, mention might be made of a rather widely 
employed form of a species of hydrotherapy. This consisted of “ ducking " 
the patient in a manner calculated to result in a shock experience, for, 
according to one formulation, the “ frantic person was placed with his back 
to the water without being permitted to know what was going to be done.” 
After being maneuvered into this precarious position the “ frantic person č 
was “ knocked backwards into the water by a violent blow on the chest 
and tumbled about in a most unmerciful manner until fatigue had sub- 
dued the rage.” A famous Dutch physician of the early eighteenth century, 


5 An informative account of some of this historical background is readily available 
in the following volumes: Lewis, N. D. C., A Short History of Psychiatric Achievement. 
New York, Norton, 1941; Zilboorg, G., and Henry, G. W., A History of Medical Psy- 
chology. New York, Norton, 1941- 

T Stainbrook, E., “ Shock therapy: psychologic theory and research,” Psychol. Bull., 
1946, 43, 21-60. 

8 Lewis, op. cit., p- 29- 
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Boerhaave, was not only an advocate of “ ducking,” but also of a special 
rotating technique which involved spinning the patient in a kind of swivel- 
chair until consciousness was lost. By this spinning it was believed the brain 
would be “ rearranged ” and sanity restored. 

Even Pinel, the famous French advocate of the humanitarian treat- 
ment of the mentally sick, continued to believe in the therapeutic efficacy 
of fright. During this same period, the late 1700's, blood-letting was part 
of standard psychiatric practice. As Stainbrook points out, this practice 
* must undoubtedly have produced in some patients surgical shock if 
nothing else." 

Stainbrook also calls attention to the fact that Cerletti and Bini were 
not the first to treat mental disorders by means of electricity. As early as 
1786 Richard Lovett tried this method and believed it to have been suc- 
cessful, In 1870 Arndt “ reported good results in depressions after electrical 
shocking.” Besides Arndt there were others who also came to regard the 
electric current as a promising therapeutic agent in psychiatric practice. 

In the light of this historical background it becomes clear that when 
Sakel employed insulin as a means of inducing shock he was merely modi- 
fying a rather venerable tradition which had, at least in part, originated in 
psychiatry's pre-scientific, demonological days. In those days the shocks 
were more likely thought of as techniques of torture or punishment rather 
than as therapeutic techniques. However, one is justified in wondering 
whether such procedures survived generation after generation through 
the inertia of tradition, or whether some of the victims actually seemed 
to be shocked back into the semblance of sanity. Had clinical notes been 
taken in demonological days, might not some of the entries have been 
listed as the medieval equivalent of remissions and improvements? Un- 
doubtedly, failures and relapses would have been recorded as well. At all 
events, in the modern scientific use of shock treatment the “notes” sug- 
gest failures and temporary successes, as well as cures. This was already 
mentioned in passing, but we shall now examine the records more carefully. 

Problems of Appraisal. To determine the extent of the benefits of 
these shock therapies by examining statistical data supplied by various 
psychiatric hospitals would appear to be a straightforward approach that 
ought to provide decisive evidence either for or against a given kind of 
shock for a given kind of patient. Before citing some of this evidence, it 
might be well to indicate why this approach can be neither so straight- 
forward nor so decisive. 

Long before the modern era of shock therapy began, those in charge of 
psychopathic hospitals were keeping records on the progress of the psychi- 
atric patients in terms of the three categories of recovered, improved, and 
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unimproved cases. What needs to be especially noted for the time being 
is that recovery or remission of symptoms was by no means unknown be- 
fore shock treatments were administered to the victims of functional psy- 
choses, and that some hospitals had better records in this respect than 
others. 

Assuming accurate diagnoses and equivalent criteria of recovery, this 
means that some regimes of psychiatric supervision and non-shock therapy 
were more effective than others. Furthermore, in some instances there were 
recoveries in the absence of any specialized treatment technique — the so- 
called spontaneous recoveries. Some kinds of schizophrenia have a better 
prognosis than others in terms of the likelihood of such spontaneous re- 
covery. The catatonics, for example, are found to improve much more often 
than the hebephrenics. This fact necessitates critical interpretation of the 
bare percentages of improvement observed in a group of schizophrenics 
subjected to shock treatment at one hospital, as compared with what looks 
like a comparable group treated by the same technique at another hospital. 
The simple caption of “ schizophrenia " applied to both groups may prove 
misleading if there should be a marked difference in the statistical data. 
If one group contained many catatonics and the other many hebephrenics, 
the former ought to show more “ improved " cases than the latter. These 
are some of the factors we must take into account when venturing to de- 
termine the value of shock therapy by inspection of statistical reports. 

Statistics re Insulin. A fairly representative picture of the general trend 
of statistical studies is supplied by Rennie ° on the basis of a review of the 
literature. With respect to insulin shock in schizophrenia, it seems clearly 
established that duration of the symptoms before shock is introduced has 
a definite effect on the outcome. In one study, for example, the percentage 
of recoveries and improvements was as high as 82 in one group of 315 
schizophrenic patients. These patients had been ill six months or less. In 
another group of 147 schizophrenics, ill for more than eighteen months, 
insulin shock resulted in only 10 percent of recoveries and improvements. 
However, Rennie warns that these figures refer to the condition of the 
patients at the time of discharge from the hospital, and calls attention to 
the fact that within a year 15 per cent suffered a renewal of their symptoms. 

In addition, he contrasts this “ favorable report” with reports from two 
other institutions, in which the improvement following shock came closer 
to 4o percent of the cases. At one it was exactly 40, and at the other it was 
43.1 percent. The former percentage refers to a group of schizophrenics 
treated by means of insulin, while the latter refers to the outcome of metra- 


9 Rennie, T. A. C., " The present status of shock therapy,” Psychiatry, 1943, 6, 


127-137. 
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zol shock therapy. If these chemical means of inducing shock benefit 40 
percent of the cases, what is the corresponding percentage for schizophrenic 
patients given ordinary psychiatric care but no shock treatment? Rennie 
answers this question by pointing out that at the Phipps Clinic of the 
Johns Hopkins Hospital “ 42.7 percent of all schizophrenics at the time of 
discharge recovered or improved without the use of shock methods.” *° 

This would mean that the rate of improvement or recovery for schizo- 
phrenics treated by shock methods should be substantially higher than 4o 
percent before these methods can be adjudged superior to non-shock meth- 
ods. In addition, of course, the time required for such improvement or 
recovery would be a further evaluative criterion. Insulin shock may speed 
up the process. At least, this seems to be the considered opinion of many 
psychiatrists. Unfortunately, we have not been able to find any statistical 
reports bearing directly on the question of how long it takes the fortunate 
4o percent to recover under shock and non-shock conditions. Obviously, if 
insulin shock should reduce a schizophrenic’s period of hospitalization by 
six months, its use would be justified even though he might have recovered 
without the use of shock. As a practical issue, in individual cases, the mode 
of treatment to be used must be left to the judgment of the psychiatrists 
being consulted. 

In the present section we are not concerned with individual cases, but 
with group trends. Evaluation of these by examining statistical reports is 
complicated by difficulty in determining the role of psychotherapy often, 
if not usually, employed as an adjuvant of the shock therapies. The statisti- 
cal reports alone do not reveal whether psychotherapy followed the shock 
treatment, or what kind was used, or how frequent it had been. Some of the 
discrepancies in published statistics may consequently be attributable to 
variations in kind and amount of psychotherapy introduced. This applies 
especially to insulin shock with schizophrenics. Sakel’s original report of 
seventy percent success has not been confirmed by later investigators. How- 
ever, as Stainbrook has pointed out, “ Sakel himself was willing to attribute 
twenty to thirty percent of the total insulin-induced remission percentage 
to the concomitant use of psychotherapy.” * In fact, many psychiatrists 
have concluded that insulin and other kinds of shock treatment are not to 
be regarded as cures for schizophrenia, but rather as aids in rendering the 
patients accessible to techniques of psychotherapy. 

At the risk of digressing slightly, it might be added that within the 
past ten years some workers have come to question Freud’s teaching to the 
effect that psychoanalysis is contraindicated in the treatment of psychotic 
conditions. Among other considerations, the seeming impossibility of es- 


10 Ibid., p. 132. 11 Stainbrook, of. cit., p. 34. 
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tablishing an effective transference relationship appeared to Freud to con- 
stitute an insuperable barrier. However, it has now been reported ** that, 
provided the therapist is willing to devote hours and hours of patient effort 
to the task, it is possible for him to build up an attitude of confidence in 
the psychotic patient which will then pave the way for the establishment 
of the kind of interpersonal relationship ordinarily regarded as a transfer- 
ence relationship. If confirmed, reports of this kind would tend to increase 
the importance of psychotherapy in the treatment of psychotic patients, 
and thus lend greater weight to Sakel’s willingness to attribute his results 
to a combination of insulin treatment plus psychotherapy. 

Statistics re Electroshock. Results obtained by means of electroshock 
methods have, of course, also been subjected to statistical appraisal. Many 
different studies have appeared, but it is out of the question to consider 
all of them and their agreements and disagreements here. Instead, we shall 
content ourselves with a summary of many of these studies as presented by 
Rennie !? on the basis of a review of the literature undertaken by Olmansi 
and Impastato. The latter checked the reports of 28 writers on the effec- 
tiveness of electroshock treatment. In this way they were able to include 
2,152 cases in the following tabular summary: 


TABLE 4 
Relative Effectiveness of Electroshock 


No. of 

Diagnostic Category Cases Remissions Improved Unimproved 
Involutional 

melancholia 158 109 (69.0%) 32 (20.2%) 17 (10.8%) 
Manic-depressive 596 345 (59.575) 166 (27.8%) 85 (12.7%) 
Undiag. and unclass. 

psychoses 214 85 (39.7%) 67 (31.3%) 62 (29.0%) 
Schizophrenia totally 

considered i184 340 (28.7%) 404 (34.1%) 440 (37-2%) 


In general, this table of results pooled from many hospitals accords with 
prevalent psychiatric opinion regarding the relative value of electroshock 
in the treatment of functional psychoses. Tt will be noted that the affective 


psychoses, involution melancholia and manic-depressive disorders, are most 


12 The following articles will serve as good introductions to reports of this sort: 
Fromm-Reichmann, F., “ Transference problems in schizophrenics,” in Contemporary 
Psychopathology (S. S. Tomkins, ed.) . Cambridge, Harvard Univ. Press, 1944, chap. 28; 
Rosen, J. N., “ Treatment of schizophrenic psychosis by direct analytic therapy, 
Psychiat. Quart., 1947, 21, 3-37- 

13 Rennie, op. cit., pp. 132-133- 
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responsive to this mode of treatment. Why the affective disturbances seem 
to be responsive to electroshock and the schizophrenias to insulin shock is 
a question which cannot be answered with any degree of assurance. For the 
time being, the findings must be regarded as empirically grounded results 
whose explanation awaits future research. Nevertheless, it may prove in- 
teresting to consider a few of the numerous speculations and hypotheses 
suggested as possible explanations for the effectiveness of these shock 
therapies. 

Psychologically-oriented Explanations. Efforts to formulate a plausible 
theory to account for the changes observed in psychotic patients following 
shock treatment have been based on psychological as well as on physio- 
logical considerations. This might be regarded as an almost inevitable out- 
come, in view of the two basic approaches to the etiology of the functional 
psychoses — the conflict-theory approach and the constitutional approach. 
Those who sponsor the former tend to look for psychological explanations, 
while advocates of the constitutional approach are more likely to speculate 
about neurological or biochemical changes induced by the shocks. 

Many of the psychological theories place stress upon the way in which 
shock treatment is experienced by the patient. They take their point of 
departure from the kind of information summed up in reports like the one 
we included in the previous discussion of “ Electroshock from the Patient's 
Viewpoint.” In that discussion the patient had a good deal to say about 
the terrifying nature of the treatment as he was waiting for the shock, his 
fear of being burned, and the disorientation, amnesia, and confusion fol- 
lowing the return of consciousness. Since insulin shock patients also report 
such disturbances, these psychologically-oriented speculations do not usu- 
ally supply separate accounts for each type of shock treatment. Rennie ™ 
has supplied a convenient digest of these speculations, and for present pur- 
poses it will suffice to mention a few of them in order to indicate their 
general drift. 

An Austrian contemporary of Sakel, Josef Berze, regarded fear as the 
basis for the improvement of schizophrenic patients following insulin in- 
jections. In fact, he compared this modern treatment to the older efforts 
to frighten psychiatric patients into saner modes of behavior. As Berze saw 
it, the schizophrenic is shocked into a fight for his life which drives him 
away from his delusional preoccupations into a more realistic perception of 
his surroundings. Another explanation assumes that the treatment serves 
to liberate the patient from the yoke of a “ tyrannical superego.” In still 
another theory, the fact that the patient regains consciousness after having 
been in a coma receives special emphasis by assuming the process to be 


14 Ibid., pp. 129-130. 
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comparable to the joy of being born again. Arousal of a positive emotional 
attitude would presumably be the chief psychological consequent of the 
treatment according to this view. Moreover, a different phase of the in- 
sulin therapy is also seen as productive of such a positive attitude by one 
writer who calls attention to the possible influence of the terrific hunger 
experienced by the patient as he awakens. He is fed immediately and eats 
with obvious enjoyment and thus, so this writer points out, the patient 
can satisfy his oral cravings without any feelings of guilt. 

Still other theories have made much of the possible influence of the 
shocks in relieving unconscious guilt feelings. The guilty person is prone 
to feel that he deserves punishment, and that he will be forgiven once he 
pays for his sins by personal suffering. The “ tyrannical superego” wel- 
comes the suffering as deserved and thus, after the “ punishing ? shocks all 
may be forgiven and the patient will no longer feel so depressed, rejected, 
or unworthy. There are also theories which see real value in the amnesia '^ 
and confusion following a series of shock treatments. Morbid patterns of 
thinking are supposed to be disrupted in this way, and are subsequently 
replaced by more effective patterns. 

‘There are still other explanations which have been advanced, but not 
much is to be gained by listing them. Their large number merely serves to 
show how little is actually known of the psychological factors hypotheti- 
cally responsible for the therapeutic outcome. This hypothetical status 
should be stressed. Many of them are not even working hypotheses, in the 
sense that a working hypothesis is formulated for the purpose of subject- 
ing its assumptions to confirmation, rejection, or modification on the basis 
of subsequent controlled observations. Under the circumstances, we should 
maintain an open mind on the whole question of the relevance of this 
psychological approach to the rationale of shock therapy. After all, future 
research may demonstrate the crucial factors to be neurohumoral, bio- 
chemical, or — to put it bluntly — non-psychological in nature. The mere 
fact that the disorders treated by these shock techniques are called “ func- 
tional " should not blind us to the theoretic possibility of the need to find 
a different and more accurate qualifying adjective in the light of future 


research developments. 
Many of the psychologically-oriented explanations of shock therapy 


15 There have been numerous psychological studies of the memory disturbances 
following shock treatment. The following articles contain informative accounts of the 
nature of such studies along with additional bibliographic references to other relevant 
studies: Stone, C. P., “ Losses and gains in cognitive functions as related to electro- 
convulsive shocks,” J. abnorm. soc. Psychol, 1947, 42: 206-214; Worchel, P., and 
Narciso, J. C., “ Electroshock convulsions and memory: the interval between learning 


and shock,” J. abnorm. soc. Psychol., 1950, 45> 85-98. 


562 . Therapy: Physicochemical and Surgical Approaches 


stress the fear or terror experienced by the patient. There can be no doubt 
that many patients have come to dread the treatment. However, as was 
mentioned on page 545, some psychiatrists have recently modified electro- 
shock treatment in such a way as to rule out this fear factor entirely. It is 
now possible to administer the treatment without arousing any apprehen- 
sion in the patient. He is given sodium pentothal in sufficient amount to 
induce anesthetic “sleep,” and then the electrodes are applied and the 
shock administered. By the time he wakes up all the electrical equipment 
has been remoyed, and he appears to have no knowledge of what took 
place. In this way he may be given a whole series of electroconvulsive treat- 
ments and be altogether ignorant of what happened to him. Nor has it 
been found necessary in the case of some depressed patients treated in this 
way to supplement the treatment with psychotherapy. Should this general 
observation be found to be accurate as this method comes into more wide- 
spread use, then electroshock will no longer fall within the scope of the 
“fear” theories. 

Physiologically-oriented Explanations. The physiologically-oriented the- 
ories proposed to account for shock therapies are also mixtures of specu- 
lation, opinion, and, occasionally, a small core of established fact. It is 
assumed, for example, that the shocks may abolish abnormal neural “ con- 
nections” and thus render it possible for “ normal pathways” to be re- 
instated. Other theories lay stress on observed changes in blood chemistry, 
in the cerebral blood supply, in the rate of oxidation of neural tissue, etc. 

From the psychological viewpoint the effort to link these physiological 
changes with an improved balance between autonomic and cortical func- 
tions is especially interesting. The theory seems to be based upon the array 
of observations referred to in Chapter 11 in connection with the discussion 
of Hoskins’ studies of the biology of schizophrenia. Hoskins, it will be re- 
called, mobilized considerable evidence to show that, as a group, schizo- 
phrenic patients are not supplied with vigorously functioning autonomic 
equipment — hence their sluggishness, apathy, and withdrawal tendencies. 

In terms of this frame of reference, some have seen the chief value of 
shock treatments in modifying the brain centers governing autonomic 
functions. Without introducing too many technical details, it may possibly 
suffice to indicate the general nature of this sort of explanation by referring 
to a recent report by Gellhorn, one of the foremost neurophysiologists and 
a careful experimenter. In this report** on the “ physiological basis of 
shock therapy " Gellhorn reviewed the kind of evidence upon which Hos- 
kins based his conclusions. More specifically, Gellhorn mentioned that 


16 Gellhorn, E., “ The physiological basis of shock therapy,” in Proc. roy. Soc. 
Med., Supplement, 1949, 42, 55-65. 
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schizophrenics do not adjust to cold as efficiently as normal individuals: 
the drop in body temperature is greater and compensatory oxygen con- 
sumption is lower than in normal persons. There is also a failure of blood 
sugar to increase to the same level under "conditions of apparent emo- 
tional excitement” in schizophrenic patients when compared with emo- 
tionally aroused normal groups. A concomitant deficiency in the magni- 
tude of the galvanic skin response has also been noted. Facts like these, 
Gellhorn suggests, indicate a “ diminished responsiveness of the sympa- 
thetico-adrenal system in schizophrenics.” With respect to cerebral func- 
tions, “ these data would suggest a subnormal reactivity of the sympathetic 
centers in the hypothalamus in functional psychoses.” 

Gellhorn contends, as might be expected, that the shock therapies re- 
sult in hypothalamic changes. The evidence he marshalls in support of 
this contention is impressive, but too technical to be introduced here with- 
out a disproportionate elaboration of background material necessary for 
an appreciation of its physiological significance. For present purposes it is 
enough to call attention to his suggestions regarding a possible physiologi- 
cal basis for the difference between hypothalamic activation by means of 
insulin shock, in contrast to electroshock. In the latter case the mecha- 
nism is largely one of direct excitation of the autonomic centers in the hy- 
pothalamus and medulla. However, in the case of insulin the mechanism 
is different. The reduction in blood sugar affects the cortex, and the re- 
sulting interference with cortico-thalamic impulses shunts out the usual 
inhibitory influence of these impulses. This “ disinhibition from cortical 
control” leaves the hypothalamus capable of more vigorous excitation. 

This somewhat oversimplified account of Gellhorn’s views can possibly 
be rendered clearer by recalling the frequency with which clinicians have 
stressed the schizophrenic patient’s apathy. By implication, Gellhorn at- 
tributes this apathy to what he describes as the “ diminished responsiveness 
of the sympathetico-adrenal system.” The shock treatment increases this 
responsiveness, and thus presumably decreases the apathy. Incidentally, 
Gellhorn is very careful to point out that his views are “limited to the 
physiological basis of shock therapy,” and that he has omitted “ other 
equally important aspects of this problem.” Some of these other aspects 
haye already been referred to in our hasty review of a few of the psycho- 
logical theories advanced to account for the results of shock therapy. 

Can any trustworthy, confident conclusions be drawn from all this 
theorizing? In the same Symposium to which Gellhorn made his report 
there was another report, by Kalinowsky," on the relation of frontal lobe 


17 Kalinowsky, L. B., “ Relation of lobotomies to the shock therapies,” Proc. roy. 
Soc. Med., Supplement, 1949, 42» 43-55- 
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surgery to the shock therapies. Kalinowsky, who has had a vast amount of 
personal experience with these treatment methods, concludes his report by 
answering the question we just raised in the following refreshingly blunt 
statement: ** 


We know something of the mode of action of psychosurgery but nothing 
about the way shock treatments work. Both treatment procedures leave many 
basic questions still open, and this is not surprising as long as the diseases we are 
treating are not understood. However, it is a fascinating thought that our thera- 
peutic attacks on these disorders might answer some questions regarding their 
actual pathology. 


To understand the full significance of the preceding quotation it is 
necessary to give an account of the surgical techniques to which Kalinow- 
sky referred in speaking of the “ mode of action of psychosurgery.” As was 
mentioned on page 541, it is better to substitute a term like “ frontal lobe 
surgery " for the operations in question. It is well to be reminded of this 
as we turn to a brief consideration of these operations. 


FRONTAL LOBE SURGERY 


Although great thinkers like Aristotle were unaware of the mind-brain 
interdependence, the average man of today takes such interdependence for 
granted. He may know nothing of the details, but he is convinced of the 
relationship just as he is convinced of the truth of the heliocentric theory 
without knowing much about astronomy. As part of his cultural heritage, 
when yet a small child, he hears his elders talk about bright people as 
“ brainy ” and about stupid people as “ having no brains.” He also hears 
them refer to others as “ crazy " or “ having something wrong with their 
brains." In this way he arrives at a confident conviction that “ everybody 
knows” about the importance of “good brains.” He rarely raises ques- 
tions about the precise nature of the way “the mind works” or the way 
“the brain works,” and even more rarely wonders how they work to- 
gether. However, the firm conviction of their necessary interdependence 
makes it easy for him to accept the idea of operating on the brain of a 
patient who “has something wrong with his mind.” But the serious stu- 
dent of abnormal psychology should not be so complacent about accept- 
ing this idea without raising many questions not likely to be asked by our 
"average " man. 


18 [bid., p. 51. 
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The student of abnormal psychology who has grasped the customary 
distinction between functional and organic disorders would conceivably 
find it easier to accept the idea of surgical attack on the latter than on the 
former, It would doubtless strike him as altogether reasonable to consult 
a brain surgeon about patients whose abnormalities of sensation, percep- 
tion, speech, and action are due to pathological conditions like brain ab- 
scesses, tumors, or hemorrhages. But what about patients whose abnor- 
malities are said to be functional? By definition, such abnormalities are 
devoid of concomitant brain pathology. How can one operate to remove 
nonexistent pathological brain tissue? If the surgeon removes or mutilates 
healthy brain tissue and the patient’s functional symptoms disappear, what 
does such a result do to the meaning of a functional disorder? Moreover, 
is it possible to remove or mutilate healthy brain tissue and not have any 
damage done to the patient's mental and motor efficiency? And if such 
damage is done, how can it be measured? These are examples of the ques- 
tions the thoughtful student might raise as he approaches the subject of 
the surgical treatment of functional psychoses. 

Historical Setting. From the psychological standpoint, treatment of 
mental disorders by means of brain surgery marks the convergence of sev- 
eral fields of psychology. Systematic psychology has a stake in the outcome 
because of its traditional interest in the mind-body problem. Physiological 
psychology is involved because of its concern with issues like cortical lo- 
calization of mental functions, the consequences of cortical extirpation, 
and the possibility of vicarious functioning of homologous brain regions, 
Clinical psychology has come to be very much involved in the task of de- 
vising suitable tests to determine the psychological consequences of brain 
damage. Nor should the relevance of educational psychology be overlooked 
in connection with the need for specialized techniques of education and 
rehabilitation of brain-damaged children and adults. 

Through the years, all these separate fields of psychology have had to 
devote some attention to what at first might seem to be an exclusively 
medico-surgical matter. In the light of this hasty survey of the fields of 
psychology, it should be obvious that this matter has implications extend- 
ing beyond the confines of the single field of abnormal psychology. Fur- 
thermore, this survey might also aid in showing the arbitrary nature of the 
boundaries seemingly separating one field of psychology from another. The 
“fields” are merely various aspects of one common intellectual territory, 
rather than independent, autonomous areas. 

Those familiar with the history of physiological psychology will remem- 
ber that many workers have struggled to find answers to the question of 
the role of specific neural equipment in determining specific kinds of psy- 
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chological functions.? Men like Flourens, Broca, Fritsch, Hitzig, Marie, 
Sherrington, Fulton, Lashley, Halstead, and many others have had con- 
tributions to make. Interpretations have changed from decade to decade 
as the evidence varied. One generation of experimenters would lean toward 
a holistic view of brain action, while a succeeding one would drift toward 
an opposite view, or a compromise between both “ mass action” and con- 
siderable specificity of localization. 

Much animal experimentation was undertaken, but the variables to be 
controlled were too numerous to make it easy to clinch the facts. The de- 
tails cannot be reviewed here, and we shall merely point out that through 
the years the importance of the brain cortex came to be generally recog- 
nized. Some even referred to the cortex as the “ master tissue " of the body. 
Accordingly, it is not at all astonishing that nineteenth-century psychia- 
trists would occasionally speculate about the part played by this tissue in 
the production of functional symptoms in their patients. 

At all events, around 189o a Swiss psychiatrist named Burkhardt had 
reason to believe that brain surgery might bring some relief to a few of his 
patients who were suffering acutely from persistent auditory hallucinations. 
Accordingly, he extirpated portions of the brain cortex in four of his pa- 
tients, with seemingly gratifying results. This was probably the first use of 
psychosurgery, but owing to the opposition of many of Burkhardt’s medi- 
cal colleagues it was not followed up. 

By the 1930's brain surgeons had become increasingly interested in the 
possibilities of removing relatively large amounts of brain tissue without 
drastic impairment of function. In 1928, for example, Dandy, a Baltimore 
surgeon, succeeded in removing the left frontal lobe without any notice- 
able after-effects. Other surgeons reported similar success with other tumor 
patients. In addition, a good deal of data had been supplied by means of 
extirpation experiments on the higher apes. By the mid-thirties it seemed 
fairly clear that operations on the frontal lobes were not unduly hazard- 
ous, and also that in some way such operations might influence emotional 
disturbances. 

In 1936 Moniz, who had been professor of neurology at the University 
of Lisbon, reported on the first attempt in the twentieth century to treat 
functional mental disorder by means of brain surgery. Since then his op- 
erative technique has been duplicated both in this country and abroad, and 

9 For a general review of this phase of physiological psychology see Boring, E. G., 
A History of Experimental Psychology. New York, Appleton-Century-Crofts, 1950, 
chaps. 3, 4, and 25. 

For a more detailed review of the technical literature see Klebanoff, S., “ Psycho- 


logical changes in organic brain lesions and ablations,” Psychol. Bull., 1945, 42, 585- 
623. (The bibliography of 138 references is especially valuable.) 
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other techniques have been devised. All of them are concerned with the 
frontal lobes, or the neural linkage between these lobes and the thalamus; 
hence the term frontal lobe surgery is an appropriate designation for these 
operations. Although their precise nature does not concern us here, an 
understanding of the relevant literature renders at least a superficial fa- 
miliarity with the current operative procedures advisable. Hence we shall 
introduce a very brief account of them. It is to be hoped that the accom- 
panying diagrams will supplement our admittedly fragmentary verbal de- 
scription of these surgical techniques. 

Frontal Lobotomy vs. Frontal Lobectomy. From his study of brain 
anatomy the student may recall that the frontal lobes and the thalamic 
areas are connected by myelinated projection tracts. In the original opera- 
tion undertaken by Moniz some of these tracts were severed by inserting a 
cutting instrument through small holes bored through the temporal region 
of the skull, No tissue was actually removed. Under the circumstances the 
operation of cutting through the connecting fibers came to be called pre- 
frontal lobotomy.” 

Prefrontal lobotomy is to be differentiated from another somewhat re- 
lated surgical procedure known as frontal or prefrontal lobectomy. In this 
operation cortical tissue is actually removed or ablated. Incidentally, the ad- 
jective “frontal” is used to refer to ablation of the entire frontal lobe, 
whereas, when the maneuver is restricted to the anterior portion of the 
lobe, one speaks of prefrontal lobectomy. 

Both types of operation, lobotomy as well as lobectomy, are not as sim- 
ple as our superficial description indicates. Only the specialist in brain 
surgery will ordinarily undertake them. However, in recent years Freeman, 
an outstanding neurosurgeon, has reported very favorably on a simplifica- 
tion of the lobotomy procedure. This simplification was first introduced by 


Fiamberti in 1937, but did not arouse much attention until Freeman spon- 


sored it some ten years later. 
The Deep Frontal Cut and Other Operations. Technically, this op- 


erative procedure is called transorbital leucotomy; * it is also called the 
deep frontal cut, or, in the privacy of the surgeon’s club, it may even be 
called by the undignified but somewhat revealing label of “the ice pick 
operation.” Each of these designations tells something about the surgical 
maneuver involved. By recalling that the eyeball is lodged in a bony socket 
known as the orbit, the meaning of transorbital should be obvious. Leu- 


20 Sometimes this same operation is called prefrontal leucotomy, to stress the fact 


of transection of the white fibers. bo. 
21 Freeman, W., " Transorbital leucotomy: the deep frontal cut," in Proc. roy. 


Soc. Med., Supplement, 1949, 42; 8-12. 
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cotomy has already been seen to refer to transection of the white fibers. 
Consequently, transorbital leucotomy is medical Latin for the operation of 
cutting through the white fibers by getting at them through the bony plate 
of the eye socket. It is called a deep frontal cut to indicate the depth to 
which the cutting instrument penetrates. This instrument is known as a 
transorbital leucotome, and has to be forced through the orbital plate by 
means of taps with a hammer; hence the reference to ice picks. 


| 
| 
| 
| 
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Ficun 27. The deep frontal cut or ^ transorbital lobotomy. ‘The draw- 
ing shows how the leucotome is inserted beneath the eyelid and driven 
through the thin orbital plate to the desired depth, whereupon move- 
ments of the handle cause the shaft to sever the thalamo-frontal con- 


nection." (Drawing and description through the courtesy of Prof. 
Walter Freeman.) 


According to Freeman, this method is “ quick and safe, and within the 
capacity of the psychiatrist” who has “ familiarized himself with the land- 
marks." Forcing the leucotome through the bony plate is accomplished 
by first giving the patient a few electroshocks, so that he is in a coma while 
the surgical operation is taking place. Post-operative complications are rare, 
although Freeman does not regard the operation as completely devoid of 
danger. In a series of 350 deep frontal cuts there were “ 2 fatal hemorrhages 
and 2 deaths from other causes." 


Freeman has found the operation to be beneficial in the treatment of 
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various conditions such as non-deteriorated, chronic schizophrenia, the 
agonizing pain characteristic of some types of cancer, and the distress of 
obsessive tension states. He regards the method. as almost on a par, both 
anatomically and clinically, with the standard frontal lobotomy and as 
having “ the advantages of simplicity, speed and safety.” 

Several other operative procedures have been introduced and merit at 
least a few words of description. One of these, topectomy,** involves abla- 


Ficure 28. Selective cortical undercutting. Drawing supplied by cour- 
tesy of Dr. Scoville, to show his technique of frontal lobe surgery men- 
tioned in the text. Attention should be directed to the reference to 
Brodmann’s areas. This has to do with a convenient numerical desig- 


nation for cortical areas.?* 


tion of the brain cortex in the frontal lobes. Another, thalamotomy,** in- 
volves destruction of specific areas of the thalamus. A third, selective corti- 
cal undercutting, as described by Scoville,^ involves the separation of 
cortical tissue in the frontal lobes from the underlying structures “without 
interference of its own or adjacent blood supply.” 

The purpose of these different operations can be grasped in terms of an 


22 Pool, J. L., “ Topectomy," in Proc. roy. Soc. Med., Supplement, 1949, 42; 173. 

28 For an explanation of this and related aspects of brain physiology, sce Fulton, 
J. F., Functional Localization in Relation to Frontal Lobotomy. New York, Oxford 
University Press, 1949, pp. 3» 5» 21> 84-85. 

24 Wycis, H. T., and Spiegel, E. A., “ Thalamotomy — neurosurgical aspects,” in 
Proc. roy. Soc. Med., Supplement, 1949. 42, 12—22- 

25 Scoville, W. B., “ Selective cortical undercutting," in Proc. roy. Soc. Med., Sup- 


plement, 1949, 42, 3-8. 
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analogy introduced by Scoville. He compares the cerebral structures in- 
volved to a telephone system with switchboard, different telephones, and 
connecting cables. The topectomy operation is the equivalent of actually 
removing sections of the switchboard. The various kinds of leucotomy op- 
eration are comparable to cutting parts of a telephone cable. In thalamot- 
omy, some of the individual telephone “ subscribers " are having the “ serv- 
ice ” permanently disconnected. Finally, selective undercutting is analogous 
to gaining access to the back of the switchboard and detaching some of the 
wires which connect cable and switchboard. 

“What Price Lobotomy? ” The preceding comparison of these varied 
surgical maneuvers with the work of telephone repair men should not be 
taken too literally. Actually, the telephone people do their repair work 
with much greater certainty of touch than the frontal lobe surgeons. Much 
less is known about cortical “ switchboards” than real ones. But this re- 
mark is not intended to detract from the amazing brilliance of the modern 
brain surgeon’s techniques. Its purpose is merely to introduce a word of 
caution regarding a possible misinterpretation of the psychological implica- 
tions of these techniques, for they are not as simple and devoid of possible 
serious consequences as our superficial discussion may have suggested. Nor 
are the brain physiologists at all confident about what these operations 
prove regarding the ordinary functions of the cerebral structures involved. 
A great many of the patients operated upon had been sick for years, so 
that there was no way of comparing post-operative changes with the pre- 
operative normal personality. 

In going over the literature dealing with frontal lobe surgery one rarely 
finds many references to “ cures " or “ remissions.” For example, Freeman, 
a leading advocate of these procedures, in endeavoring to show that “ trans- 
orbital lobotomy brings psychosurgery within the field of the psychiatrist,” 
cites the results reported from a State Hospital in Texas. He writes that 
four hundred patients were “ operated upon in eight months with three 
deaths and twenty percent of the patients out of the hospital.” 2 He does 
not say that twenty percent were cured. It might also be of interest to note 
that in the same article Freeman reports on the hazards to life in these 
" various operations upon the frontal lobes” in a sentence which states 
that “ they have never killed as high as ten percent of patients in any con- 
siderable series, and usually the mortality has been maintained around 
three percent while some teams boast one percent, or less.” The average 
person contemplating this sort of surgery for himself might not find these 
figures very reassuring, but they evidently strike the brain surgeon as im- 


26 Freeman, W., “Theoretical and clinical considerations of various leucotomy 
techniques," in Proc. roy. Soc. Med., Supplement, 1949, 42, 28-31. 
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pressive, for on the basis of these figures Freeman concludes that “ safety 
has already been achieved in large measure.” 

In addition to the question of mortality, one might ask how safe these 
operations are with respect to personality alterations due to brain damage. 
Again we might consider Freeman's answer in view of his eminence as an 
advocate of such surgery in selected cases. He grants that the “ tests used 
in leucotomy studies have been insensitive to all but the grossest disturb- 
ances of personality." He also reports the leucotomized patient to be lack- 
ing in initiative, planning capacity, and intellectual curiosity. Watching 
such a person take psychological tests, Freeman reports, “ is reminiscent of 
the animal acts at the circus.” 

There is also a conspicuous loss in self-consciousness, in concern about 
other people’s opinions, and in concern about one’s past and future. Owing 
to this latter loss, Freeman points out, brooding disappears, since the 
brooding individual is preoccupied with past and future happenings. In 
general, these changes interfere with adequate social contacts. Freeman 
based these findings largely on special psychological tests devised by Robin- 
son. In this connection it may be profitable to consider an earlier report ** 
she made on the results of some of her studies of lobotomized schizo- 
phrenic patients. 

Robinson compared ten lobotomized schizophrenic patients with seven 
similarly diagnosed patients who had not been operated upon. Incidentally, 
she was unable to confirm Goldstein's hypothesis ** to the effect that brain- 
damaged individuals suffer impairment of the abstract attitude. But Robin- 
son was able to demonstrate other kinds of impairment in the lobotomized 
group. She found definite evidence of “ intellectual mutilation.” More con- 
cretely, there was a marked reduction in “capacity for prolonged atten- 
tion” and in those functions governing man’s ability to deliberate before 
acting. In her opinion, “ prefrontal lobotomy should be performed only as 
a measure of last resort.” She also adds that “ some benefit is probable, but 
some loss is certain, and the stakes are high.” In a different survey of the 
evidence Cobb * once wrote that, following bilateral destruction of the 
frontal areas, the patient “ usually becomes a little stupid, a little silly, lazy, 
and fat.” It is thus not to be classified as a minor operation. Most con- 
servative psychiatrists and neurologists will resort to it only after all other 
procedures have failed, and when the probable gains far outweigh the risks. 

27 Robinson, M. F., “ What price lobotomy? ” J. abnorm. soc. Psychol., 1946, 41, 
421-436. 


?8 See Chapter 6. 
29 Cobb, S., “ Personality as affected by lesions of the brain,” in Personality and 


the Behavior Disorders (J. McV. Hunt, ed.). New York, The Ronald Press, 1944, 
posu. 
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This opinion squares with that of Hoffman * who, after diligent clinical 
study of a series of lobotomized psychotic patients, concluded that “ lo- 
botomy is a treatment measure to be used, if at all, only as a last resort, 
after all other available treatment has been tried and failed." Actually, 
Hoffman would limit lobotomy to a very restricted set of conditions. Hc 
sees justification for it in cases so extremely disturbed as to be otherwise 
uncontrollable homicidal or suicidal risks. He would also authorize the 
operation on occasion if a particular patient's absence from home results 
in such intolerable misery to the family that having him return, even with 
his postoperative handicap, is regarded as preferable to continued institu- 
tionalization. In addition to these two sets of circumstances justifying lo- 
botomy, Hoffman would sanction it for research purposes, provided the 
hospital and staff “are prepared and qualified to make a truly scientific 
study” of all phases of the operation. All this applies to lobotomy as a 
mode of treatment for psychotic patients. It is also commonly recognized 
that patients suffering intractable pain which makes life utterly unendur- 
able and from which no relief can be obtained by other means would be 
well advised to consider lobotomy. 

With reference to the psychological implications of frontal lobe surgery 
it should be pointed out that many neurosurgeons are recognizing the im- 
portance of psychological testing in the appraisal of the post-operative 
effects. Clinical impression may be misleading unless checked by suitably 
devised and preferably quantitative tests of the integrity of psychological 
functions. This is in line with Klebanoff's verdict after his careful scrutiny 
of published reports when he wrote: ** ‘ 


The conclusion seems warranted that specialized test procedures can and do 
reveal definite impairment in mental functioning in cases in which prefrontal 
lobe tissue has been removed surgically, whereas clinical observation of a quali- 
tative kind finds no psychological deficits in such cases. 


Concluding Comments. We have now outlined the various lines of at- 
tack being made on the functional psychotic disorders. There is little rea- 
son to be complacent about our understanding of these disorders, or about 
our mastery of dependable therapeutic techniques. But there is also little 
reason to justify attitudes of despairing hopelessness. There have been in- 
numerable disappointments and failures in man’s troubled quest for eman- 
cipation from his mental troubles and, like little children, it may seem to 

80 Hoffman, J. L., “ A clinical appraisal of frontal lobotomy in the treatment of the 
psychoses,” Psychiatry, 1950, 13, 355-360. 


81 Klebanoff, S. G., “ Psychological changes in organic brain lesions and ablations,” 
Psychol. Bull., 1945, 42, 616. 
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us that no growth has taken place since the last time we looked to see how 
big we are. But by going back to the days of Pinel at the time of the French 
Revolution and comparing our background with his, we may feel justified 
in telling the “committee” to report progress. After all, Freud was born 
in 1856 and Janet in 1859. This is less than a century ago, and if we think 
of them as among the founding fathers of abnormal psychology, then the 
field has assuredly grown since we started to harvest what they planted. 
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